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FOREWORD 


EGINNING with this issue, the Quarterly Review of Surgery will classify 
B all abstracts of articles and references under the headings indicated in 
the following systematic plan : 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative y Mediastinum 39. Gynecologic Surgery 
Therapy a eed 40. Vascular Surgery 

3. Surgical Technic sin: ae —- 41. Arteries 
4. Surgical Infections 23. Breast 42. Veins 
5. Tumors 24. Diaphragm 43. Orthopedic Surgery 
6. Neurosurgery 25. Abdominal Surgery 44. Fractures 
7. Skull 26. Abdominal Wall 45. Dislocations 
8. Brain 27. Hernia 46. Bones 
9. Spine and Spinal Cord 28. Peritoneum 47. Joints 
10. Peripheral Nerves 29. Stomach and Duode- 48. Tendons 
11. Sympathetic Nervous num 49. Amputations 
System 30. Smal! Intestines 50. Traumatic Surgery 
12. Head and Neck 31. Appendix 51. Burns 
13. Oral S : $2. Colon and Rectum 52. Shock 
papas eect 33. Intestinal Obstruction 53. Transfusions 
14. Plastic Surgery 34. Anus eta 
; Re tee sos ves See al 54. Wounds 
15. Thyroid and Parathyroid 35. Liver and Biliary 55 Military S 
16. Thoracic Surgery Tract os ne ureery 
17. Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 


It is believed that this plan will assist the reader to locate quickly the 
articles of current interest and will prove most helpful in making readily 
available the references necessary in the compilation of bibliographies on 
surgical subjects. Under each classification, immediately following the 
abstracts, there will be published the references to current articles not 
abstracted. 

The decision as to whether an article is to be abstracted, or only the 
reference published, will depend on many factors. Frequently two or 
more articles are published on the same subject in different journals, at 
about the same time. When this occurs we believe it would better serve 
our readers to list the references of articles in the journals of wide circula 
tion and to abstract the articles from publications or sources not so 
generally available. 

The suggestions and comments of our readers will be gratefully 
received. 

Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 
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1. Anesthesia and Analgesia 


PENTOTHAL SODIUM ANESTHESIA IN MAJOR 
SURGERY 


D. BATTAGLIA and B. A. WINNE 


Johnstown, N. Y. 


New York State J. Med., 44:1120-23, May 15, 1944 


N THE authors’ experience intravenous pentothal sodium 
anesthesia has been found adequate for any type of major 
surgery; since 1938 the authors have used this type of anes- 

thesia for “practically 95 per cent’ of their major operations. 
Anesthesia is rapidly induced with no excitement stage with in- 
travenous pentothal, there is little variation in pulse or blood 
pressure, respiration tends to become shallow and slow, and it is 
important to maintain a patent airway throughout the operation. 
Preoperative medication is important and diminishes the amount 
of pentothal required for adequate anesthesia. For the average 
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adult patient, 14 grains of nembutal are given the night before 
operation; this dose is repeated two hours before operation and 
again one hour later. One half-hour before operation, 1/6 to 1/4 
grain of morphine sulfate and 1/150 grain of scopolamine o1 
atropine are given hypodermically (the dosage varying with the 
age and general condition of the patient). In emergency cases 
only the morphine-scopolamine may be given by intramuscular 
injection, or 1/6 to 1/4 grain of morphine sulfate intravenously. 
Ihe patient's arm is placed at right angles to the body and fastened 
to an arm board; both arms may be made available for the injec- 
tions. The authors employ a 5 per cent solution instead of a 
2'%, per cent solution, giving half the amount of this stronger 
solution. ‘The solution is injected slowly while the patient counts 
aloud; the patient stops counting in ten to fifteen seconds, when 
about 6 cc. of the solution have been given. ‘The respiration is 
best indicated by strapping a small piece of cotton to the patient's 
nose. ‘The surgeon tests the sensibility by pricking the skin; the 
muscle tone is gaged by testing the lower jaw. ‘The patient’s re- 
sponse to the sensibility tests and the muscle tone determine the 
further dosage. Only enough of the anesthetic should be given 
to bring the patient to the desired level of anesthesia and to main- 
tain that level. It has been found that, in the longer operations, 
less of the drug is required to maintain the anesthesia as the opera- 
tion progresses. Oxygen is always available; usually it is not 
needed in short operations, but in long operations, or if the pa- 
tient is in shock, the constant administration of oxygen is impor 
tant. Pentothal sodium was found to be an excellent anesthetic 
for patients in shock. Asa rule, young and robust patients require 
a larger dosage of pentothal than older and debilitated patients, 
but in every case dosage must be carefully individualized. In the 
postoperative period morphine should not be used until after the 
patient has “‘reacted,’’ and then in smaller dosage than usual. 
Postoperative nausea and discomfort are reduced “to a minimum.” 
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ORIGINAL PRESSURE POINT TECHNIC FOR INSER- 
TION OF THE CAUDAL NEEDLE 


]. Roy Compton 


St. Louis, Mo. 
J. Missouri M.A., 41:61-62, March 1944 


The author describes the following original technic for in- 
sertion of the caudal needle: (1) the patient should be in a prone 
position with the pelvis and lower spine elevated by placing a 
pillow between the pubis and umbilicus; or (2) right lateral Sims 
position with anesthetist facing patient. ‘The operator should 
stand looking down upon the sacrum in the prone position. With 
the patient in the right lateral Sims position, the operator faces 
the patient. 

Step 1. The potential danger of infection of the site of inser- 
tion of the needle may be decreased by palpating with left index 
finger, from above downward. ‘The rudimentary spinous proc- 
esses of the sacrum can be palpated easily in a lean person but with 
difficulty in an obese patient. 

Caudally, a short distance before reaching the anal fold, there 
is perceived a depression which laterally is limited by two more 
or less marked prominences that form the base of the hiatus 
triangle. Keeping the left index finger at this spot, with a 10 cc. 
syringe with 14-inch, 22-gauge needle filled with 2 per cent 
procaine solution, make an intradermal wheal just beneath the 
tip of the left index finger, keeping the syringe and needle horizon- 
tal. Advance the needle into the subcutaneous tissue, at the same 
time exerting pressure with tip of the left index finger so that 
the needle pierces the sacrococcygeal ligament almost at right 
angles, always holding the needle horizontal. 

Step 2. With the left index finger in place, lay aside the 
syringe and needle and pick up the 19-gauge special caudal needle 
(Hingson-Edwards) with the right hand. Insert this needle by 
exactly the same movements. Continue insertion slowly and 
evenly in midline for from | to 2 inches within the sacral canal. 
The point of the needle should lie inferior to the lowest part of 
the dural sac and must not go beyond the uppermost portion of 
the third sacral segment. 

Step 3. Attach a short hose to the collar of the special caudal 
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needle, take a 2 cc. empty syringe and gently make several attempts 
to withdraw the spinal fluid or blood, whichever the case may be. 
Rotate the caudal needle 180 degrees and repeat exactly the same 
movements as before. Fill a 10 cc. syringe with isotonic saline 
solution and inject slowly. 

Step 4. Connect the 10 cc. syringe which contains the remain- 
ing 8 cc. of the anesthetic agent. Inject this into the caudal canal 
and wait for ten minutes for indications of spinal anesthesia. 

Step 5. Fill a 36-in. hose with the anesthetic agent and con- 
nect it to the short hose; inject 10 cc. of 114 per cent metycaine 
or 2 per cent procaine solution and wait ten minutes. Repeat 
this maneuver in each subsequent injection. 

By this procedure the operator actually repeats the test for 
spinal anesthesia by waiting ten minutes following the injection 
of each 10 cc. of the anesthetic agent. By subsequently injecting 
20 cc. of the isotonic saline solution, the caudal anesthesia will be 
increased without danger of massive spinal anesthesia. 


CONTINUOUS SPINAL ANESTHESIA: TTS USEFULNESS 
AND TECHNIC INVOLVED 
Epwarp H. ‘Tuony (Capt., M.C., A.U.S.) 


Anesthesiology, 5:142-48, March 1944 


The author emphasizes the advantages of continuous spinal 
anesthesia as introduced and advocated by Lemmon, and de- 
scribes the technic for this procedure. As an alternative method 
he suggests the use of an ureteral catheter. ‘This procedure in 
no way alters the fundamental premises of the method originally 
suggested by Lemmon, but merely offers another method for per- 
forming the same anesthetic procedure. ‘The introduction of the 
ureteral catheter number 4 is accomplished by the following 
method: The skin and subcutaneous tissues at the site of punc- 
ture are anesthetized with | per cent solution of procaine hydro- 
chloride, and a number 15 gage needle, 3 to 3'% inches (7 to 9 
cm) in length, with a flush fitting stylet, is inserted into the sub- 
arachnoid space .Following this, the stylet is removed and the 
catheter is inserted through the needle and into the subarachnoid 
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space. Centimeter markings on the catheter are used to measure 
with so that one can determine how far to introduce the catheter. 
The tip of the catheter is advanced about 4 to 5 cm. beyond the 
end of the point of the needle into the subarachnoid space. ‘This 
is sufficiently far to prevent the catheter from slipping out of place. 
The number 15 gage needle is removed from the intervertebral 
space and slid off the free end of the catheter. A rubber adapter 
for ureteral catheters which will fit a Luer type of syringe is placed 
on the free end of the catheter, and preparation for injecting the 
anesthetic agent via the catheter is complete. In the absence of 
this rubber adapter, a 22 gage needle may be inserted into the 
free end of the catheter and the hub of this needle attached to a 
glass Luer type of syringe. Since the bore of the number 4 
ureteral catheter is so small, little solution is needed to fill its 
lumen, and it is not necessary to allow for this minute loss of solu- 
tion in calculating dosage of the anesthetic agent. 

The anesthetic solution is prepared in the same manner and 
is used in the same concentrations as that recommended by Lem- 
mon. ‘The initial dose also is the same, except for the slight varia- 
tion just mentioned. In general the initial dose should be a fourth 
or a fifth less than the dose contemplated for a single dose type 
of spinal anesthesia. For example, if 150 mg. of procaine would 
be needed in a single dose, 120 mg. would be the initial dose in 
continuous spinal anesthesia. 

When the initial dose has been injected, the patient is turned 
carefully onto his back and the catheter is brought out to his side 
and fastened in place with adhesive plaster. Most catheters are 
sufhciently long to permit the syringe attached to the catheter to 
be placed near the patient’s shoulder, and thus make the equip- 
ment accessible and ready for additional injections of the anes- 
thetic agent. Usually within thirty-five or forty minutes it is nec- 
essary to add additional amounts of the anesthetic agent. Two cc. 
or about 60 mg. is the usual amount required, and this will suffice 
for another twenty to thirty minutes. Subsequent doses are 
added in the same manner. The total amount of anesthetic agent 
in milligrams will vary according to the type of operation and 
physical status of the patient. ‘Total doses as high as 2,100 and 
1,700 mg. have been given in certain cases (Lemmon and Paschal, 
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Apgar). The time factor as it pertains to the operative procedure 
will materially affect the total dosage. 

At the completion of the operative procedure, the subarach 
noid space may be irrigated with physiologic saline solution, and 
in many instances the action of the spinal anesthetic agent can be 
terminated in a short period. Before removing the catheter the 
patient is turned on his side, and, if possible, the knees and head 
and shoulders are flexed. The catheter is then gently withdrawn. 
The purpose of flexing the patient is to relieve any tendency for 
the spinous processes of the vertebrae to impinge on the catheter. 
The catheter is then examined for any break in its continuity. 
No surgical dressing is required, as a rule, over the site of 
puncture. 

Vasoconstrictors, such as ephedrine or neosynephrin, are used 
to help support blood pressure and are administered just before 
the spinal anesthetic agent is injected. ‘The usual amounts em 
ployed are 25 mg. of ephedrine or 2 mg. of neosynephrin. If the 
blood pressure falls during continuous spinal anesthesia—for ex- 
ample, in operations upon the upper abdomen—intravenous in- 
jections of glucose and saline solution, plasma or whole citrated 
blood are given. Nausea and retching can be alleviated by in- 
halation of oxygen and carbon dioxide mixtures, light gas-oxygen 
anesthesia, or by intravenous administration of a 2.5 per cent solu 
tion of pentothal sodium. ‘The latter must be injected slowly in 
fractional doses to avoid respiratory depression. Headache fol- 
lowing continuous spinal anesthesia is no more common or severe 
than after lumbar puncture. 10 references. 


REFERENCES TO CURRENT ARTICLES 

Curare in General Surgery; Preliminary Remarks in Conjunction with 
Motion Picture. J]. W. Baird and R. C. Adams. Proc. Staff Meet. Mayo 
Clinic, 19:200-1, April 19, 1944. 

Venous Pressure Determinations in Hypertensive Patients Before and Dur 
ing Narcosis (Venendrucksmessungen bei Hypertoniekranken vor und 
wahrens der Narkose). W. Bickenbach. Klin. Wehnschr., 22:518-19, 
Aug. 7, 1943. 

The Use of Spinal Anesthesia in General Surgical Practice. Arthur E 
Brown, Colac, Victoria, Australia. Australian and New Zealand J. Surg., 
13:111-18, Oct. 1943. (A review of the subject based largely on the 
author’s own experience.) 
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I'wo Cyclopropane Explosions (Dos explosiones del ciclopropano). F. Cid 
Fierro, Cir. cirujan, 11:521-29, Sept. 1943. 


Prolonged Intravenous Pentothal Sodium Anesthesia Especially with Refer- 
ence to Its Application to Military Surgery. Barnett A. Greene (Cap- 
tain, M.C., A.U.S.). New York State J. Med., 44:1205-12, June 1, 1944. 
(Pentothal sodium has been found to be a safe anesthetic for operations 
of over an hour; the technic employed is described. A review of its use 
in military surgery is presented.) 


Cranial-Nerve Palsies with Herpes Following General Anaesthesia; a Re- 
port from the Central Middlesex County Hospital. J. H. Humphrey 
and Margaret McClelland. Brit. M.J., 1:315-18, March 5, 1944. (Re- 
ports 13 cases of cranial nerve palsies with different anesthetics; labial 
herpes in 9; all drugs administered on a circle absorber anaesthetic ma- 
chine. Case reports of 3 cases, including one of the 2 fatal cases.) 


Complications of Trilene Anaesthesia. A. R. Hunter, Manchester Royal 
Infirmary, Manchester, England. Lancet, 1:308-9, March 4, 1944. (Dis- 
cusses complications with special reference to cardiac and nervous dis- 
turbances; concludes that trilene should not be used “indiscriminately” 
but only on “cogent” indications.) 


Comparative Study of Analgesic Effect of Morphine Sulfate and Monoacet- 
ylmorphine. Chester M. Jones and William P. Chapman, Boston, Mass. 
From the Medical Service of the Massachusetts General Hospital, and 
the Department of Medicine, Harvard University. Arch. Int. Med., 73: 
322-28, April 1944. (Monoacetylmorphine is about 4 times as effective as 
a similar dose of morphine sulfate in control of pain and the side reac- 


tions are less.) 


\nesthesia at the Front. C. F. McCuskey (Major, M.C., U.S.A.). Mil. 
Surgeon, 94:218-22, April 1944. (Discusses types of anesthesia available 
for various types of operation.) 


\naesthetic Facepieces: Device for Promoting an Air-Vight Fit. H. I. V. 
Morton, Hillington County Hospital, Middlesex, England. Brit. M. J., 
1:291, Feb. 26, 1944. (A brief description of the device, with illustra- 
tions.) 


Ether Anesthesia in Pulmonary Tuberculosis. J. D. Murphy, Veterans’ 
(Administration, Washington, D. C. Am. Rev. Tuberc., 49:251-54, 
March 1944. (Reports the use of closed ether-oxygen anesthesia in 150 
thoracoplasty operations on 63 tuberculous patients without an opera- 
tive death or serious complications.) 


Caudal Anesthesia Catheter Method. L. C. Northrup and Herbert Orr, 
Department of Obstetrics, Hillcrest Memorial Hospital, Tulsa, Okla. 
J. Oklahoma M.A., 37:157-8, April 1944. (A report on the results of 
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caudal anesthesia by the catheter method based on a series of 74 cases, 


with detailed description of the authors’ modification of the Manalan 
technic.) 


Gangrene of the Finger Following Digital Nerve Block; a Report of Eight 
Cases with Discussion of the Gangrene Pathogenesis. Eugene Everett 
O'Neil and John Joseph Byrne, Boston Univ. School of Medicine, Bos 
ton, Mass. Am. J. Surg., 64:80-87, April 1944. (Concludes that if digital 
nerve block is to be used no solution containing adrenalin and no 
tourniquet should be employed, and only a small quantity of the anes 
thetic solution.) 


A Head Harness for Endotracheal Anaesthesia. A. Owen-Flood, London, 
England. Brit. M. J., 1:363, March 11, 1944. (Brief description with 
illustration.) 

Bradycardia in Children under Ether Anesthesia. H.C. Slocum and C. R. 
Allen, Univ. of Texas Medical School, Galveston, Vex. South. M. J., 
37:159-62, March 1944. (Bradycardia occurred in 147 of 634 children 
under ether anesthesia, due to respiratory obstruction, reflex stimulation, 
breath holding, or overdose of the anesthetic. It occurred most often in 
light surgical anesthesia and in patients not given premedication.) 

Pentothal Sodium Anesthesia in Neurologic Surgery. Barnes Woodhall 
(Major, M.C., A.U.S.) and Elizabeth Goodman (2d Lieutenant, Army 
Nursing Corps). War Med., 4:356-64, Dec. 1943. (See Section 6 for 
abstract.) 

Progress in Anesthesia. Leo P. Zentgraf, Morris J. Nicholson and Urban 
H. Eversole, Boston, Mass. Lahey Clin. Bull., 3:231-36, April 1944. (A 


review of recent methods.) 


2. Pre- and Postoperative Therapy 


POSTOPERATIVE THROMBOCYTOSIS 
EvijAH Apams (Lieut., M.C., A.U.S.) 


From the Department of Medicine, The University of Rochester School of Medicine and 
Dentistry, and the Strong Memorial and Rochester Municipal Hospitals 


Arch. Int. Med., 73:329-35, April 1944 


The author made a study of the platelet counts in 36 osten- 
sibly normal young persons, preoperative counts in 63 varied sur- 
gical patients, and postoperative counts in 41 postoperative cases. 
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He concludes that a substantial postoperative rise in the level of 
the blood platelets is a phenomenon which occurs commonly 
though not without exception. The degree and time of the maxi- 
mal elevation are variable, although a majority of the patients 
show the maximal rise between the tenth and fifteenth postopera- 
iive day. No definite correlation between the extent of the opera- 
tion and the degree of the postoperative rise can be established, 
although a rough relationship is suggested. ‘hus greater platelet 
response was noted in patients subjected to major abdominal 
operations than in patients subjected, for instance, to subtotal 
thyroidectomy. ‘The average size of the postoperative platelets 
was reduced as compared with preoperative measurements. 35 
references. 3 charts. 1 table. 


POSTOPERATIVE SALT INTOLERANCE 
FREDERICK A. CoLLeR, KENNETH N. CAMPBELL, HERBERT H. VAUGHAN, 
ViviAN lop and Cart A. Moyer 


Ann Arbor, Mich. 


From the Department of Surgery, University of Michigan, Ann Arbor, Mich. 
Ann. Surg., 119:533-42, April 1944 


The clinical rule for correcting extracellular fluid deficiencies 
has been found to be highly inaccurate and dangerous. ‘The 
plasma chloride level alone cannot serve as a sufficiently accurate 
basis for the construction of a universal hydration formula. At 
present, the restoration of extracellular fluid deficiencies is not 
being made primarily upon the basis of variations from normal of 
ions or molecules in blood, but upon the basis of the clinical status 
and physiologic response of the individual to test doses of paren- 
teral fluids. ‘Three clinical types of “salt intolerance” are de- 
scribed, namely, one in which the lack of thirst and the low specific 
gravity of the urine indicated that the patient had been retaining 
enough water to prevent dehydration. In a second case, the thirst 
and high urine specific gravity indicated a need for more free 
water. I’he subnormal temperature, apathy, and soft pulse showed 
that a dangerous reduction in extracellular fluid volume had oc- 
curred. In the third case, urinary suppression had resulted in a 
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retention of acid radicals of sufficient degree to counteract the 
tendency of chloride reduction to produce an alkalosis, and, in- 
stead, a severe uremic acidosis was superimposed upon a reduction 
of total base from vomiting. 

Because of the relatively high incidence of ‘‘salt intolerance”’ 
following a general anesthesia, it is felt that no isotonic saline solu 
tion or Ringer’s solution should be given during the day of opera- 
tion and during the subsequent first two postoperative days. ‘The 
fluid requirement of the patient is met with glucose solution. It 
a significant loss of extracellular fluid occurs during the above 
period, it is replaced with 0.5 per cent sodium chloride solution 
to which 50 gm. per liter of dextrose has been added. Isotonic 
saline solution (0.9 per cent) or Ringer’s solution is used to replace 
extracellular fluid loss after the postoperative urinary suppression 
has disappeared, usually after the second postoperative day. 

Great care must be used in administering isotonic saline and 
Ringer’s solution to patients who are hypoproteinemic, anemic, 
acidotic, or oliguric. 

It is recommended that the correction of uncompensated 
extracellular fluid deficiency states be made upon the basis of the 
physiologic response to test doses of the appropriate salt solution 
rather than upon a basis of the plasma chloride, the CO, combin- 
ing power, the N.P.N., the plasma protein, or the hemoglobin 
levels. 6 references. 5 charts. Discussion by Dr. Robert L. 
Rhodes, Augusta, Ga., and Dr. Alfred Blalock, Baltimore, Md. 


VITAMIN B, NUTRITION IN SURGICAL PATIENTS AS 
DETERMINED BY THE BLOOD LEVEL OF PYRUVIC 
ACID 
Harry A. Davis and Franz K. BAUER 


Louisiana State Univ. School of Medicine and Charity Hospital, New Orleans, La 


Arch. Surg., 48:185-96, March 1944 


In 32 surgical patients with various forms of liver disease, most 
of whom showed jaundice of varying degrees, vitamin B, deficiency 
was shown by elevated blood levels of pyruvic acid in 28 in- 
stances. In a control group of 30 surgical patients with minor 
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lesions not associated with fever, there was no evidence of vitamin 
B, deficiency. ‘The most marked vitamin B, deficiency was asso- 
ciated with definitely diminished hepatic function, as shown by 
various tests. The intramuscular administration of a standard 
dose of thiamine hydrochloride diminished the pyruvic acid of the 
blood in both normal persons and those with diminished hepatic 
function; this diminution of pyruvic acid was definitely of a lesser 
degree when hepatic function was diminished. 

In patients with nontoxic goiter, the pyruvic acid level of the 
blood was within normal levels. In toxic gaiter, however, the 
pyruvic acid level of the blood was definitely above normal, in- 
dicating a B, deficiency. “The administration of strong solution 
of iodine U.S.P. resulted in a definite diminution of the pyruvic 
acid of the blood in these cases; the administration of thiamine 
chloride also caused a diminution of the blood pyruvic acid. Sub- 
total thyroidectomy may induce an increased need for vitamin B,, 
as shown by the postoperative elevation of the blood pyruvic acid. 

In surgical patients with renal disease, there was no evidence 
of vitamin B, deficiency, as the levels of pyruvic acid in the blood 
remained normal, even though some of these patients had definite 
azotemia. ‘lhe authors suggest the possibility that this may be due 
to diminution of excretion of the vitamin in the urine when renal 
function is diminished. In patients with malignant neoplasms, 
there was evidence of vitamin B, deficiency, even when neither 
malnutrition nor fever was present; but this deficiency was more 
marked in cases with fever and malnutrition. Of 38 patients with 
various types of infection and elevation of the body temperature, 


the blood levels of pyruvic acid indicated a definite B, deficiency 
in 18 instances. 


REFERENCES TO CURRENT ARTICLES 


Postoperative Care in Abdominal Surgery. Clifford L. Kline, Racine, 
Wisc. Wisconsin M.]., 43:404-8, April 1944. 

Instructions for Venipuncture and Intravenous Therapy. J. S. Lundy, 
R. C. Adams and T. H. Seldon. Proc. Staff Meet. Mayo Clinic, 19: 
152-54, March 22, 1944 

The Importance of Latent Parenchymal Disease of the Liver in Surgery. 
Abraham O. Wilensky, New York, N. Y. New York State J. Med., 
44:1115-19, May 15, 1944. (Latent disease of the liver parenchyma 
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may affect liver function and cause unexpected postoperative complica- 
tions or even fatalities. Clinical observation with special reference to 
hypoproteinemia and interference with blood-clotting, combined with 
ordinary hepatic and renal function tests, may reveal such liver changes 
preoperatively. In some cases, operation may be contraindicated; in 


others, preoperative treatment, based on the findings, is necessary.) 


3. Surgical Technic 


EXPERIENCES WITH THE USE OF THROMBIN WITH 
AND WITHOUT SOLUBLE CELLULOSE FOR LOCAL 
HEMOSTASIS 


EuGeNe P. Cronkite (Lieut., M.C., U.S.N.), JosHuA M. Draver (Com- 
mander M.C., U.S.N.) and Eucene L. Lozner (Lieut., M.C., U.S.N.R.) 


War Med., 5:80-82, Feb. 1944 


Both rabbit and human thrombin with and without soluble 
cellulose have been used for local hemostasis in both surgical and 
traumatic wounds. In operative incisions, spraying the edges of 
the skin and subcutaneous fat with thrombin, while holding the 
tissues under tension, controls bleeding from capillaries and the 
smaller veins, within one or two minutes. This method is of spe- 
cial value in stopping bleeding from the dermis, where it is im- 
portant to minimize the use of nonabsorbable sutures. A pack 
of soluble cellulose, thrombin and sulfanilamide was used with 
good results in 4 cases of traumatic wounds; if arterial bleeding 
was involved, ligation was necessary. “Thrombin was used to con- 
trol bleeding from the appendical bed in 2 cases; and after exci- 
sion of a pilonidal sinus in one case. ‘Thrombin has been used 
with good results in various plastic procedures, including control 
of bleeding from the donor site for skin grafts, in H and Z plastic 
operations, and in simple excisions of scars and tumors. In 2 H 
and | Z plastic operation and 8 simple excisions, bleeding was 
controlled without ligature of any arteries in 9 cases. Thrombin 
was used to control bleeding from ulcers and granulating surfaces 
in 22 cases, including 18 burns. When the lesion involved an 
extremity, elevation and the use of blood pressure cuff with inter- 
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mittent release of pressure were of value in combination with the 
application of thrombin. ‘Thrombin has been found “of little 
help” in controlling arterial bleeding, and, because of the possi- 
bility of ‘clot propagation” in major blood vessels, its use on major 
arteries and veins is not indicated. It is of special value in plastic 
surgery, reducing the number of ligatures necessary, and in con- 
trol of bleeding from granulating surfaces in burned patients who 
cannot tolerate even slight loss of blood. ; 

REFERENCES TO CURRENT ARTICLES 

Allergic Phenomenon in Relation to Abdominal Wound Evisceration; 
Case Reports and Experimental Work. M. G. Henry (Lieut. Com- 
mander, M.C., U.S.N.R.). Am. J. Surg., 64:118-28, April 1944. (Re- 
ports one case of abdominal wound evisceration in a patient allergic to 
chromic catgut, and 12 other cases in which allergy to catgut was proba- 
bly the important factor. Such wounds, resutured with nonabsorbable 
material, usually healed rapidly. ‘There was no wound infection. ‘The 
author considers Deknatel silk stitch for closing the fascia satisfactory for 
all types of abdominal surgery.) 

Easy Ligation of Blood Vessels in Deep Cavities; a New Instrument and 
Method. Wayne Y. H. Ho (Capt., M.C., A.U.S.). Arch. Otolaryng., 
39:263, March 1944. 

An Interlocking Finger Bandage Which Needs No Anchor. H. H. Pool, 
Pontiac, Mich. J. Michigan M. Soc., 94:406, May 1944. (Describes a 
bandage that fits snugly without the use of adhesive or an anchor to 
the wrist.) 


4. Surgical Infections 


PENICILLIN THERAPY OF SURGICAL INFECTIONS IN 
THE U.S. ARMY 
CuHamp Lyons (Major, M.C., A.U.S.) 


J.A.M.A., 123:1007-18, Dec. 18, 1943 


Penicillin is given by intravenous or intramuscular injection, 
and by local application. In very severe infections, continuous 
intravenous infusion may be necessary, but in most instances the 
intramuscular route is preferred to the intravenous route. Peni- 
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cillin may be used for local application in a solution—usually 250 
units per cc.—or as an ointment. In many cases of surgical infec- 
tion, systemic therapy (intramuscular injection) and local applica 
tion may be combined to advantage. Penicillin is effective in 
acute infections due to staphylococci, hemolytic and non-hemolytic 
streptococci, mixed infections due to gram positive bacilli and 
actinomycosis. 

A special study has been made of patients with chronically 
infected gunshot fractures. It has been found that with proper 
therapy positive nitrogen balance can be established, even if the 
infection persists, but control of the infection is necessary for the 
regeneration of red cells and hemoglobin, and for the synthesis of 
new tissue proteins. Penicillin therapy, combined with blood 
transfusions and adequate diet, makes it possible to operate early 
on these patients and control the infection promptly. In most 
instances, penicillin is given by intramuscular injection at first. 
Later local application of penicillin solution is employed; if daily 
dressings of the wound are feasible, the systemic penicillin therapy 
may be discontinued. Untoward reactions to penicillin are few; 
such as do occur are analogous to serum sickness, especially urti- 
caria. [hese reactions have been found to be transient, and no 
evidence of permanent sensitization has been found. 

| Where pus is present, incision and drainage according to long tested 
surgical principles should still be used.—Ep. | 


REFERENCES TO CURRENT ARTICLES 


The Rapid Identification of the Clostridium Welchii in Accidental 
Wounds. W. A. Altemeier, Cincinnati, Ohio. Surg., Gynec. & Obst., 
78:411-14, April 1944. (Describes the use of a milk medium, identifying 
the Clostridium by its “stormy” fermentation of milk, controlled by ex- 
amination of the hanging drop and smear preparations of the whey.) 


Infected Burns and Surface Wounds. D. C. Bodenham (Flight Lieut., 
R.A.F.). Lancet, 2:725-28, Dec. 11, 1943. (See Section 51 for abstract.) 

Cure of Ordinary Tetanus in Nearly All Cases by Intra-Arachnoid Injec 
tion of Doubly Distilled Water (Heilbarkeit des gewéhnlichen Tetanus 
in fast sdmtlichen Fallen mittels intraarachnoidealen Injektion von 
bidestillierten Wasser) Gaetano Boschi. Aus de Neurol. Klin. der 
kénigl. Universitat von Modena. Klin. Wchnschr., 22:538-40, Aug. 21, 
1943. 
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Sulfonamides in Surgery. Isidore Cohn, New Orleans, La. New Orleans 
M. & S. J., 96:461-65, April 1944. (A review.) 

Clinical Uses of Penicillin. M. E. Florey, Central Middlesex County Hos- 
pital. Brit. M Bull., 2:9-13, Jan. 1944. (Discusses use of penicillin in 
wounds, burns and osteomyelitis.) 


\n Experimental Study of Sulfonamide Impregnated Sutures. Jacob A. 
Glassman (Lieut., M.C., A.U.S.), Edson F. Fowler and Milan W. Novak, 
Univ. of Illinois College of Medicine, Chicago, Ill. Surg., Gynec. & Obst., 
78:359-63, April 1944. (Experiments on dogs showed that impregnation 
of cotton sutures with sulfonamide compounds had a favorable effect on 
“minimally” infected wounds; impregnation of catgut sutures had no 
effect.) 

Necrotic Purulent Arteritis as Cause of Hemorrhagic Death (Nekrotisie- 
rence-eitrige Arteritis als Ursache eines Verblutungstodes). Harttung. 
Zentralbl. f. Chir., 70:1298-1301, 1943. 

Acute Infections of the Hands. Sumner L. Koch, Northwestern Univ. 
Medical School, Chicago, Ill. South. M. J., 37:157-59, March 1944. (Dis- 
cusses various types of infection of the hand and their treatment. Light 
aluminum splints, that can be easily fashioned into any desired shape 
and incorporated in the dressing, are of special value to secure “rest” for 
the tissues.) 

Treatment of Gas Gangrene (Zur Therapie des Gasbrandes). F. Niedner. 
Wien. klin. Wehnschr., 56:582-91, 1943. 

On the Therapeutic Effect of Heavy Metal-Manganese Compounds in 
Suppurating Surgical Wounds (Ueber die therapeutische Wirkung von 
Schwermetall-Manganverbindungen bei vereiterten Operation swunden). 
H. Rauschr. Wein. med. Wcehnschr., 93:293, April 19483. 


5. lLumors 


THE HORMONAL TUMORS OF THE ADRENAL GLAND 


Gerorce F. CAHILL 
New York, N. Y. 
Pennsylvania M.J., 47:655-67, April 1944 


Following a discussion of the clinical classification of adrenal 
tumors and a description of the various types, the author ex- 
plains the changes due to excess androgens in male and female 
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children, as well as changes due to adult estrogens and excess of 
steroids. Diagnosis, operative procedures and the treatment ol 
postoperative acute adrenal deficiency are discussed. In sum- 
marizing, he states that in cortical hormonal tumors the hormonal 
syndromes may be due to an excess of androgens or estrogens or 
other metabolic hormones of the cortex. ‘The syndromes are 
determined by the type and amount of hormone or hormones pro- 
duced and by the age and sex of the patient. ‘The status of the 
adrenals may be adequately determined by air insufflation x-ray 
films. Removal of the tumor, if adenoma, will cure the syndrome, 
but often fixed changes will persist. If the tumor is carcinomatous, 
its removal may temporarily improve the patient. Acute adrenal 
deficiency occurs usually in those with symptoms of Cushing's syn- 
drome, and the treatment is that of acute deficiency in Addison's 
disease. 

In medullary hormonal tumors, the hormonal syndromes are 
due to an excess of epinephrine. ‘The cases vary only in degree 
with the amount of hormone produced. ‘The diagnosis is made 
upon (a) a typical syndrome and response; (b) on demonstration 
of a pressor substance; and (c) on the presence of a tumor by air 
insufflation x-ray films. ‘The danger period is during the opera- 
tion, although at times acute adrenal deficiency may develop from 
the removal of cortical tissue. If patients survive the operative 
period, the prognosis is good, because most of the tumors are 
benign. Nine cases are reported. 


REFERENCES TO CURRENT ARTICLES 

Malignant Granulosa Cell Tumor. ‘T. V. Banks, Dyersburg, Tenn. J. 
Tennessee M. A., 37:81-82, March, 1944. (Report of a case in a female 
infant 17 months of age.) 

Cancer in the Male (Der Krebs des Mannes). W. Denk. Vienna. Wien. 
klin. Wehnschr. 56:1-4, Jan. 8, 1943. 

Chordoma: Report of a Case. William E. Keane, Detroit, Mich. _ J. 
Michigan M. Soc., 43:232-33, March 1944. 


Carcinoma and Leukemia; Report of Two Cases with Combined Lesions: 
Review of Literature. Maurice Morrison, F. Feldman and A. A. Sam- 
wick, Brooklyn, N. Y. Ann. Int. Med., 20:75-84, Jan. 1944. 


Extraskeletal Osteogenic Sarcoma. Report of a Case of Osteogenic Sar- 
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coma of the Lip. Willard H. Parsons and John C. Henthorne, Vicks 
burg, Miss. From the Sections on Surgery and Pathology of the Vicks- 
burg Clinic. Ann. Surg., 119:595-602, April 1944. (Review of the litera- 
ture and report of the first case recorded in which the growth occurred 
in the lip.) 


Acute Surgical Conditions Complicating Malignancy. Julian L. Rawls, 
Norfolk, Va. Virginia M. Monthly, 71:232-34, May 1944. 

Multiple Primary Carcinomas of the Gastrointestinal Tract. William I. 
Sheinfeld and Irving Rudolph. Brooklyn, N. Y. From the Surgical 
Service of Dr. George Webb and the Department of Pathology, Coney 
Island Hospital, N. Y. Surgery, 15:579-89, April 1944. (3 cases.) 


6. Neurosurgery 


PEN TOTHAL SODIUM ANESTHESIA IN NEUROLOGIC 
SURGERY 
BARNES WoopHALL (Major, M.C., A.U.S.) and ELizaABeTH GOODMAN 
(2nd Lieut., Army Nursing Corps) 


War Med., 4:356-64, Dec. 1943 


Pentothal sodium in 2.5 per cent solution given intravenously 
was used in 378 neurosurgical procedures; an open airway was 
maintained usually by the use of a pharyngeal tube, and oxygen 
given when indicated. Pentothal sodium anesthesia was employed 
in 51 encephalographic and 16 manometric studies on patients 
over 12 years of age with good results; the average dose of pento- 
thal sodium employed was 1 gm. Miscellaneous neurosurgical 
procedures, such as arteriography, nerve suture, trephinement, 
avulsion of peripheral nerves and alcohol injections, were done un- 
der pentothal sodium anesthesia; the average dose of the anes- 
thetic was 1.30 gm. Pentothal sodium anesthesia was employed in 
151 laminectomies, including 86 hemilaminectomies for rupture 
of the intervertebral disk; in 31 cases oxygen was used. ‘The aver- 
age dose of the anesthetic ranged from 1.32 gm. for operations for 
ruptured disk to 1.46 gm. for operations for tumor, and 1.80 gm. 
for combined operation for ruptured disk and lumbosacral fusion. 
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rhis form of anesthesia appeared to be “ideal” in these cases. It 
was also very satisfactory in 28 operations for tic douloureux, usu- 
ally in elderly patients, who were often poor operative risks; 
and in 17 cases in which the sensory root of the fifth nerve or the 
vestibular portion of the eighth nerve was sectioned by the cere- 
bellar route. In the cases of tic douloureux, operation was done 
with the patient in the sitting position. Craniotomy was done un- 
der pentothal sodium anesthesia in 56 cases, 52 of which were for 
removal of a tumor. Previous experiments had indicated that pen- 
tothal sodium did not increase the intracranial pressure, and this 
was substantiated by observation at operation; technical proce- 
dures were carried out “with facility and dispatch.” In 10 pa- 
tients, definite symptoms of shock developed in the course of oper- 
ation for removal of a cerebral tumor; mild shock developed after 
removal of the tumor in 20 other patients. During mild shock, 
only minimal amounts of pentothal sodium were needed to main- 
tain anesthesia; during profound shock, no pentothal was re- 
quired. “The impression prevailed” that shock in these cases was 
minimized by pentothal sodium anesthesia, but this could not be 
substantiated by objective proof. In craniotomy, pentothal sodium 
may be given by the fractional dose method, after the initial test 
dose of 3 cc. of the 2.5 per cent solution, “successive amounts’ of 
10 to 12 cc. are given to maintain full surgical anesthesia during 
the preparation of scalp and bone flaps. During the main part of 
the operation on the brain structures, the amount of anesthetic 
solution and frequency of administration may be reduced in any 
case, and further reduced if evidence of even mild shock develops. 
Further fractional doses may be given for closure of the scalp but 
are not usually necessary. In the cases of craniotomy reported, the 
average dose of pentothal sodium was 2.02 gm. Postoperative 
nausea or vomiting did not occur and, as a rule, there was no mo- 
tor hyperactivity as the patient regained consciousness. In 3 
patients with depressed fracture of the skull with dural and cere 
bral lacerations, who showed “great motor hyperactivity,” so that 
local anesthesia could not be employed, pentothal sodium gave 
good anesthesia for the necessary operative procedures. There 
were no deaths in the series that could be attributed to the anes- 
thesia. The results in these cases suggest the potential value of 
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pentothal sodium anesthesia in major cranial wounds in military 
casualties. 


REFERENCES ‘TO CURRENT ARTICLES 
Exophthalmos: Diagnosis and Surgical Treatment of Intractable Cases. 
James L. Poppen, New England Beaconess and New England Baptist 


Hospital, Boston, Mass. Am. J. Surg., 64:64-79, April 1944. (See Section 
15 for abstract.) 


7. Skull 


REFERENCES TO CURRENT ARTICLES 
A Proposal to Prevent Necrosis of the Tabula Externa of the Skull De- 
nuded of Periosteum. D. Engel, King George Hospital, Ilford, England. 
Brit. M. J., 1:185, Feb. 5, 1944. (Brief description of a method sug- 


gested for use in extensive scalp wounds denuding a large area of the 
skull.) 


8. Brain 


THE MANAGEMENT OF WOUNDS AND INJURIES 
TO THE HEAD 


JosepH P. Evans 


Univ. of Cincinnati College of Medicine, Cincinnati, Ohio 
J.A.M.A., 124:417-20, Feb. 12, 1944 


[he importance of head injuries depends chiefly on the pos- 
sible damage to the brain. The scalp alone may be injured; if a 
large amount of scalp tissue has been lost, undermining of the 
aponeurosis and shifting of scalp tissue may be necessary. ‘The 
use of sulfanilamide in clean wounds is not usually necessary in 
civilian practice; however, if cleansing and closure of the wound 
may be delayed, sulfanilamide may be used. In fractures of the 
skull, the diagnosis depends chiefly upon the x-ray findings. In 
simple and comminuted fractures, treatment is not required for 
the fractures per se. Depressed fractures must be elevated, espe- 
cially if over large vascular channels or over sensorimotor centers. 
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When the depression is of limited extent, it may require “nice 
judgment” to determine whether elevation is indicated or not; 
in more extensive depressed fractures, elevation is definitely in- 
clicated. 

Injury to the blood vessels of the brain may cause hemorrhage. 
From the surgical point of view, Only epidural and subdural bleed- 
ing need to be considered. Differentiation between these two 
types of hemorrhage before operation is unnecessary. ‘The clinical 
picture in either type is characterized by deepening coma follow- 
ing a period of mental clarity after the injury, and signs of dys- 
function of the involved cerebral hemisphere, consisting chiefly of 
pareses of varying degrees. In either epidural or subdural 
hemorrhage, the author considers the treatment of choice to be 
the making of bilateral subtemporal exploratory openings. If 
epidural hemorrhage is found through the exploratory opening, 
this opening is quickly enlarged to about the size of a silver dollar, 
and the extradural accumulation of blood evacuated. ‘This can 
usually be done by suction and the use of the brain spoon. Bleed- 
ing arterial points are controlled either by silver clips or by the 
electrocautery. In some cases of epidural hemorrhage, there may 
also be indications of a subdural hemorrhage, in which case the 
dura should be opened. If no extradural bleeding is found, the 
dura is opened and the subdural space explored. In acute sub- 
dural hemorrhage, the blood is usually fluid and is, therefore, 
easily evacuated. If a solid clot is present, which cannot be 
evacuated through even a “fair sized’’ subtemporal opening, a 
bone flap should be made. In preparing the patient for operation 
in cases of epidural or subdural hemorrhage, the author prefers 
to have the whole head prepared and to use a Light headrest, 
which makes it possible to make an opening at any point in the 
head. Patients are frequently comatose for some time following 
operation and require careful nursing. Special attention must 
be given to aspiration of accumulations within the trachea, and to 
maintaining fluid and protein balance. In many cases, the ad- 
ministration of one of the sulfonamides is indicated as a prophylac- 
tic against pneumonia. 

In the treatment of cerebral concussion, contusion and edema, 
bed rest is important; in contusion and edema, oxygen therapy is 
indicated. The author does not advocate the use of hypertonic 
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solutions, but maintains fluid balance at “about normal” for an 
individual at bed rest. Sedation is often necessary, but morphine 
should not be given, as it is a respiratory depressant. In cases of 
actual laceration of the brain tissue, any necessary débridement 
must be done by a neurosurgeon or by “‘a surgeon familiar with 
neuroanatomy and neurophysiology.” Foreign bodies may be re- 
moved if this can be done without any extension of the damage to 
the brain tissues; otherwise the removal of foreign bodies should 
also be left to the neurosurgeon. 


SURGICAL TREATMENT OF CRANIAL TRAUMA 
FRANCIS C. GRANT 


Philadelphia, Pa. 


Pennsylvania M.J., 47:790-2, May 1944 


There are very definite indications for surgery in cases of 
head injury. ‘Those cases that have a compound fracture require 
immediate surgical intervention for débridement and closure of 
the wound. Diagnosis is easy and treatment must be applied at 
the earliest possible moment. ‘The second group of injuries that 
require immediate surgical treatment are the cranial traumatic 
cases that show evidence of a progressive neurologic picture, such 
as extradural or subdural hemorrhage. In doubtful cases, air 
studies either by encephalography or ventriculography will diag- 
nose with great accuracy the presence or absence of mass lesions. 
In patients who are too sick to justify the use of air, a diagnosis 
can often be made by multiple trephines. Single or multiple 
trephines through a small 34-inch incision, under local anesthesia, 
can be made in the frontal and parietal areas if multiple trephines 
are used, or over the motor cortex if a single trephine is to be used. 
By the use of this technic, the extradural and subdural spaces can 
be explored over a limited area. Once the location and type of 
lesion have been identified, the proper operative procedure 
can be carried out. All of the extradural hemorrhages should be 
evacuated either through a small bone flap or a large subtemporal 
decompression. Many of the acute or chronic subdural hemor- 
rhages and all of the subdural hygromas can be handled by the 
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use of multiple trephines. Thus, in 60 per cent of the subdural 
collections, the patient is spared the necessity of a subtemporal 
decompression or a formal bone flap. Clinical differential diag- 
nosis between a contusion of the brain, a static, nonprogressive 
lesion, and an extradural hemorrhage, or acute subdural collec- 
tions may be very difficult. Diagnosis is made by the progressive 
features. In cases of doubt a trephine opening should be made 
over the indicated area, or air may be introduced by the lumbar 
or ventricular route. Any scalp injury should be considered a 
surgical emergency, and every effort should be made to turn an 
open into a closed wound at the earliest possible moment. Prompt 
treatment may prevent meningitis. ‘The treatment of simple 
wounds of the scalp consists in cleansing and débridement, if nec- 
essary, plus immediate suture. ‘The author feels safer if drainage 
is introduced through the most dependent part of the wound for 
twenty-four hours. If a depression is causing neurologic symp- 
toms, or the presence of cerebrospinal fluid suggests a tear in the 
dura, immediate elevation of the depression is indicated. 
Débridement of a penetrating brain wound, particularly if 
the sinuses are involved, may be too difficult for the average hos 
pital. ‘Iransportation to a properly staffed hospital is indicated 
before meddling with such wounds. ‘Thorough débridement 1s 
indicated. Roentgen-ray studies must be made before operation. 
Ihe anesthesia of choice is novocain block about the wound, keep- 
ing well away from the wound edges. Avertin or pentothal 
sodium may be used for reinforcement. After skin edges have 
been excised and all extradural bone fragments removed, the in- 
tracranial wound is attacked. ‘The tear in the dura should be 
enlarged only if absolutely necessary to gain access to the damaged 
brain. By catheter syringe or suction technic all bone fragments 
are sought for and injured brain tissue washed away, a clean tract 
into normal brain tissue being the result. ‘This tract is lightly 
dusted with sulfanilamide. In all civilian injuries where the 
wound is not severely contaminated, and without evidence of in- 
fection, the dural tear should be closed, if necessary, by a fascial 
transplant. In all cases every effort must be made to suture the 
skin. Relaxing incisions in the scalp are entirely permissible. 
Drainage with rubber tissue introduced between the scalp and 
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bone through a stab wound behind the most dependent portion 
of the flap is essential for the first twenty-four hours. 

With the exception of patients presenting compound frac- 
tures or evidence of progressive intracranial pressure and spread- 
ing neurologic symptoms, all other patients having suffered head 
trauma are best treated by absolute rest and careful observation 
of their condition from. hour to hour. 


REFERENCES TO CURRENT ARTICLES 


Progressive Multiform Angiosis; Association of a Cerebral Angioma, 
Aneurysm and Other Vascular Changes in the Brain. Silvano Arieti 
and Edward W. Gray, Pilgrim State Hospital, Brentwood, N. Y. Arch. 
Neurol. & Psychiat., 51:182-89, Feb. 1944. (Report of a case; autopsy 
findings show that “no sharp distinction” can be made between vascular 
malformations and vascular tumors of the brain.) 


Fever as the Presenting Symptom of Brain Tumor. Bernard Brodsky, 
Lester Cohen and Irving Gray, Coney Island Hospital, Brooklyn, N. Y. 
New York State J. Med., 44:628-30, March 15, 1944. (Reports a case in 
which fever and headache were the first symptoms; ophthalmoscopic 
examination gave the first indication of a brain lesion; a meningioma of 
the sphenoid ridge was successfully removed.) 

Experience with Brain Injuries in the Pacific. Hannibal Hamlin (Lieut. 
Commander, M.C., U.S.N.R.). U. S. Nav. M. Bull., 42:822-28, April 
1944. (Reports 8 cases; concludes that, im brain injuries, surgical repair 
“at the optimum time” is the treatment of choice; chemotherapy a 
valuable adjunct.) 

Ihe Human Pyramidal Tract; Effect of Paralysis Produced by Cerebral 
Tumors on Axons of the Pyramids. A. M. Lassek, Medical College of 
the State of South Carolina, Charleston, §. C. Arch. Neurol. & Psychiat., 
51:213-15, March 1944. (Pathological findings in 119 cases, in which 
classic signs of pyramidal tract involvement had been present, showed 
that tumors in any part of the cerebrum may produce signs of damage 
of the pyramidal tract; there may be little or no loss of axons in this 
tract. If destruction is complete, the cerebral tumor was “widespread.”) 


Prefrontal Lobotomy, and Involutional Melancholia. J. G. Lyerly, Jack- 
sonville, Fla. Department of Neuropsychiatry, Duke University School 
of Medicine. South. Med. and Surg., 106:124-27, April 1944. (Observa- 
tion of 65 cases.) 

Pneumoencephalography in the Study of the Sequelae of Head Injuries. 
Frank H. Mayfield, Cincinnati, Ohio, and Joseph C. Bell, Louisville, 
Ky. South. M. J., 37:142-49, March 1944. (Describes the technique em- 








444 Ql ARTERLY REVIEW OF SURGERY) 
ployed and the encephalographic findings after head injury. “Tempo- 
rary improvement in symptoms was observed after the procedure, but 


pneumoencephalography has no permanent therapeutic effect.) 


Normal Air Encephalograms in Patients with Convulsive Seizures and 
Tumor of the Brain. H. Houston Merritt and Charles Brenner, Har- 
vard Medical School, Boston, Mass. New England J. Med., 230:224-25, 
Feb. 24, 1944. (Reports 3 cases in which at least one encephalogram 
was normal after the first convulsive seizure. All were subsequently 
found to have brain tumor, removed at operation.) 


Care of Fistulating Cerebrocranial Gunshot Injuries (Die Versorgung von 
fistelnden Hirn-Schael-Schiissen). F. Mondry, Marburg. Zentralbl. f. 
Chir., 70:1181-83, 1943. 


Prolonged Disturbances of Consciousness Following Head Injury. Burness 
E. Moore and Jurgen Roesch, Boston City Hospital, Boston, Mass. New 
England J. Med., 230:445-52, April 13, 1944. (Presents a study of 39 
patients who showed disturbances of consciousness persisting more than 
seventy-two hours after brain injury. ‘These studies showed that such 
prolonged disturbances of consciousness were associated with severe 
brain damage.) 

Observations on the Use of the Sulfonamides and of Penicillin under Vari- 
ious Experimental Intracranial Conditions. Cobb Pilcher, Nashville, 
Tenn. From the Department of Surgery, Vanderbilt University School 
of Medicine, Nashville, Tenn. Ann. Surg., 119:509-17, April 1944. 


The Functional Anatomy of the Skull; the Anatomical Factors in Cranio- 
Cerebral Injuries. Simon f.. Ruskin, New York, N. Y. Ann. Otol., 
Rhin. & Laryng., 53-81-126, March 1944. (A general discussion of the 
geometric configuration of the skull, the hydrostatic factors of the cir- 
culation and the “developmental anatomy” of the skull as they affect 
cranio-cerebral injuries and the treatment of such injuries.) 

Craniocerebral ‘Trauma; a Discussion of General Medical and Nursing 
Care. R. Glen Spurling (Lieut. Col., M.C., A.U.S.). New Orleans M. 
& S. J., 96:347-51, Feb. 1944. (Discussion based on author's personal 
experience; no case reports.) 

Rupture of a Left Temporosphenoidal Brain Abscess into the Ventricle; 
Report of a Case with Recovery. Louis E. Wolfson, Boston, Mass. New 
England J. Med., 230:170-71, Feb. 10, 1944. (Rupture into the ventricle 
demonstrated by x-rays, not done in any previously reported case. Re- 
covery followed drainage of abscess and administration of sulfadiazine.) 

Aneurysm of the Vertebral Artery; Report of a Case in Which the 
Aneurysm Simulated a Tumor of the Posterior Fossa. H. E. Yaskin and 
Bernard J. Alpers, Jefferson Medical College, Philadelphia, Pa. Arch. 
Neurol. & Psychiat., 51:271-81, March 1944. (Review of literature and 
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study of the case reported indicate no specific sign or symptom by which 


an unruptured aneurysm of the vertebral artery can be distinguished 
from tumor belfore operation.) 


9. Spine and Spinal Cord 


IN TERVERTEBRAL DISC PROBLEM IN ‘THE NAVY 
F. Keith Braprorp (Lieut. Commander M.C., U.S.N.R.) 


U.S. Nav. M. Bull., 42:763-75, April 1944 


Rupture of the intervertebral disc with root compression has 
been found to be an important cause of disability in Navy per- 
sonnel. Operation is indicated, however, only in those cases in 
which definite evidence of herniated nucleus pulposus is found 
after a complete clinical study. ‘This depends upon the demon- 
stration of radicular symptoms and signs. For the sensory tests, 
a pin or other sharp testing instrument should be used. An area 
of hypesthesia along the lateral aspect of the foot and (or) extend- 
ing “in a strip” up the posterolateral calf indicates herniated 
nucleosus pulposus with damage of the first sacral root at the 
lumbosacral disc. An area of hypesthesia along the dorsum of the 
great toe and first metatarsal bone and (or) extending up the leg 
“in a strip” over the anterior tibial muscle indicates damage to 
the fifth lumbar root at the fourth lumbar disc. For the motor 
examination, the leg muscles must be tested under weight bear- 
ing; the Achilles group of muscles is tested by having the patient 
walk on his toes, the anterior tibial muscle by the patient walking 
on his heels. [he ankle jerks must always be tested, preferably 
with the patient in several different positions. ‘The Achilles re- 
flex is diminished or absent in lumbosacral lesions, but not usually 
affected in herniations at the fourth lumbar disc. In cases in 
which the sensory, motor and reflex tests do not give definite in- 
dications for surgery, contrast myelography is employed. Panto- 
paque has been found to be the contrast medium of choice for this 
procedure. Fluoroscopy is done after injecting 3 cc. of the opaque 
medium, the spot-films are made with the pantopaque “balanced” 
opposite each of the lower two intervertebral discs and with sacral 
sac completely filled (patient standing upright). The panto- 
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paque is then aspirated. If operation is indicated, it may be done 
on the day following myelography, or later. Partial hemilaminec- 
tomy is the routine surgical procedure in these cases. The oper- 
ation must be done by a trained neurologic surgeon. ‘The opera- 
tion has been done with the patient in the sitting position as de- 
scribed by Shelden (1943) in a number of cases. In this position 
with the lumbar spine in flexion, the herniated cartilage “stands 
out much more prominently.” In the postoperative care of these 
cases, moderate activity is permitted even a few hours after opera- 
tion. After the first twenty-four hours, the patient is allowed to be 
up “as tolerated.” Return to duty depends largely upon “how 
the patient feels.” Patients are instructed to lift by using their 
knees and to avoid heavy lifting in a bent-over position. ‘They 
are not allowed, as a rule, to take part in athletics for six to 
twelve months. With care in preoperative diagnosis, “gratifying 
results” have been obtained by operation. 


SPONDYLOLISTHESIS. ANALYSIS OF FIFTY-NINE 
CONSECUTIVE CASES 


Guy A. CALDWELL 


New Orleans, La. 


From the Section on Bone and Joint Surgery, Ochsner Clinic, New Orleans, La 
Ann. Surg., 119:485-97, April 1944 


In this series of 59 cases of spondylolisthesis, representing 0.3 
per cent of all admissions to the Clinic during this period from 
1942 to 1943, the average age was 35 years and the duration of 
symptoms prior to examination about seven years. In about one- 
half of the cases there was a history of abrupt onset associated with 
injury or with repeated heavy lifting strains. In roentgenologic 
examination a minimum of three views is necessary, including 
(1) direct anteroposterior view, (2) a true lateral view focused on 
the fifth lumbar vertebra, and (3) a 35° anteroposterior view, 
with the rays directed toward the head and centered between the 
sacrum and fifth lumbar vertebra. ‘These views will clearly de- 
fine any neural arch defect with separation—and most of them 
without separation. Unilateral neural arch defects may require 
confirmation by 45° oblique lateral films. In the present series of 
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59 cases there were 16 with spondylolysis, 9 of which had only uni- 
lateral defects, 37 had spondylolisthesis, Grade I, and 6 had spon- 
dylolisthesis Grade II. In discussing the question of production 
of symptoms, the author concludes that slipping and further dis- 
placement probably do not cause the symptoms. ‘These can be 
readily explained by the progressive narrowing of the interverte- 
bral disk with degenerative changes in the disk and proliferative 
changes of the bone in the vicinity of the intervertebral foramen. 

Results of conservative treatment as reported by various au- 
thors are admittedly poorer than the best results obtained by oper- 
ative fusions; nevertheless, when well-directed conservative meas- 
ures have been carried out consistently, the degree of improvement 
has been considerable. In 23 of 26 cases in the present series fol- 
lowed up after conservative treatment, 7 had good results, 12 fair 
and 4 poor. Results depended largely upon the degree of co- 
operation of the patient. Approximately 80 per cent were mate- 
rially improved by conservative teatment. 

Spinal fusion operations of various types have been carried out 
by many surgeons over a period of years with a report of a high 
percentage of complete relief from svmptoms. Some _ patients 
failed to obtain relief despite roentgenologic evidence of solid 
fusion postoperatively. Failure of fusion occurred in 20 to 25 
per cent of cases, and some of these were nevertheless completely 
relieved of symptoms. In the present series, spinal fusion was 
performed on 8 patients observed from ten to twenty-three 
months. In 3, results were good; in | fair; but in 4 fusion failed 
to occur and the results were indifferent. One patient was sub- 
jected to a second operation in which the clothespin type of graft 
suggested by Bosworth was used. Others obtaining poor results 
are wearing a support, corset or brace part of the time, enabling 
them to perform light duties. When spondylolisthesis is associ- 
ated with sciatic pain and roentgenograms reveal a narrow lumbo- 
sacral disk with marginal hypertrophic changes, the nerve root 
should be explored and decompressed when necessary. 

Conservative therapy is indicated in middle-aged persons not 
engaged in heavy laboring occupations. In younger patients with 
similar symptoms producing greater disability, it would probably 
be suthcient to fuse the lumbosacral articulation alone instead of 
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attempting to bridge from the third lumbar vertebra to the sacrum 
with a bone graft. . From a theoretic point of view it seems possible 
that in some cases symptoms might be best relieved by removal 
of the attached neural arch and the inferior articular processes. 
Liberation of the nerve roots without fusion of the articulation or 
bridging the defect with a bone graft should, of course, be supple- 
mented by postural exercises and low back supports. 9 references. 
5 tables. 3 figures. Discussion by Dr. Frank P. Strickler, Louis- 
ville, Ky.; Dr. Ernest Sachs, St. Louis, Mo.; Dr. William A. Boyd, 
Columbia, S. C.; Dr. Charles S$. Venable, San Antonio, ‘Texas: 
Dr. Walter E. Dandy, Baltimore, Md., and Dr. Paul B. Magnuson, 
Chicago, Ill. 


NEWER ASPECTS OF RUPTURED INTERVERTEBRAL 
DISKS 
WaLTerR E. DANby 


Baltimore, Md. 
Ann. Surg., 119:481-84, April 1944 


The author emphasizes the fact that the directional shift in 
the lateral facets of articulation between the vertebrae, which 
provides movement and flexibility to the spinal column, at the 
same time creates a potential weakness in the spinal column. 
Differences in shape of the facets account for further weaknesses. 
Since the three articular facets of the three lower vertebrae par- 
ticipate in the anatomic variation, the high incidence of multiple 
disks is to be expected. In at least 5 per cent of cases, three disks 
are present at the time of operation or will subsequently develop. 
Lack of appreciation of multiple disks is one of the reasons for 
disappointing results of operation in the past. When the articu- 
lar facets become loose, the whole vertebral junction is similarly 
affected. ‘The abnormal mobility can be determined at operation 
by pushing a spinous process in the horizontal direction. If this 
test shows mobility, there are defective articular facets and, at the 
same time, a defective disk. ‘This test is absolute, except when the 
roentgenogram shows a reduced interspace, which indicates fusion 
or partial fusion. ‘Treatment consists in complete or essentially 
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complete removal of the affected disks, leading to fusion of the 
entire vertebral surfaces. If pain returns after this operation, it 
must be due to another disk. With a graft fusion, the disk is 
merely covered up and continues to cause pain. 

Neither the diagnosis nor the localization of disks requires 
intraspinal injections. Localization of the defective disk or disks 
is perfectly simple and certain by the mobility test described 
above. Differentiation must be made from spinal cord tumor, 
which is found in about | per cent of cases. If such a diagnosis is 
suspected, a lumbar puncture alone is indicated, as the fluid will 
be xanthochromic if tumor is present. In a series of 900 disks, 
the author has missed five tumors. 3 references. 


ON A HITHERTO RARELY NOTED CAUSE OF BACK- 
ACHE AND RADIATING PAIN IN THE LIMBS. HYPER- 
TROPHY OF THE LIGAMENTUM FLAVUM (Ueber 
eine noch wenig bekannte Ursache fiir Riicken und 
ausstrahlende Beinbeschwerden. Hypertrophie 
des ligamentum flavum.) 


A. HART 


Aus der Chirurgischen Universititsklinik Wirzburg 
Arch. f. klin. Chir., 205:137-38, September 1943 


The author explains the anatomic relation of the ligamentum 
flavum to the spinal cord and refers to American and French 
writers who emphasize the significance of the ligamentum flavum 
in cases of obscure back and leg pains. He reports a case in which 
improvement followed operative removal of a thickened ligament. 
The compensation problem is briefly discussed. 


CERVICAL CORD INJURIES; A STUDY OF 101 CASES 
DONALD MUNRO 


Boston City Hospital, Boston, Mass. 
New England J. Med., 229:919-33, Dec. 16, 1943 
In cervical cord injuries, the associated injuries to the bony 
and ligamentous structures of the spine are of less significance 
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than the damage to the cord. In the treatment of patients with 
cervical cord injuries, splints should never be used. ‘The head 
must never be flexed; the movements of the head on the spine 
ire best controlled by traction of the head in extension with 
a bridle. ‘Traction is exerted by a 5-pound weight. As a rule, 
traction should be parallel to the long axis of the part of the 
cervical spine that has not been dislocated or moved. ‘The pres- 
ence or absence of spinal block is determined by a study of the 
total protein of the cerebrospinal fluid below the block and the 
use of the Queckenstedt test. If no block is demonstrated, there 
is no need for operation, and x-ray examination should be post- 
poned until it can be done without risk to the patient. ‘The pa 
tient should be turned in bed every two hours, using a drawsheet: 
the traction is not disturbed by this procedure. Special care 
should be taken to see that the paralyzed hands and arms do not 
get into awkward or strained positions. Physiotherapy should be 
employed early and maintained unless the muscles are hypertonic. 
In a small group of patients it has been found that vitamin ther- 
apy (especially vitamin B complex) and diathermy three times a 
week over the origins of the brachial arteries are of aid in pre- 
venting or relieving the disability of the hands. In every case of 
spinal cord injury, the bladder should be emptied and an inlying 
catheter fastened in place as early as possible. ‘lidal drainage 
should be started soon afterwards. While the patient is on tidal 
drainage, the fluid intake should not be less than 4,000 cc. pet 
twenty-four hours in an adult with a normal cardiorenal system. 
By the end of six or eight weeks (when there is x-ray evidence of 
repair of any bone injury), patients are allowed out of bed, wear- 
ing a Zimmer brace. By this time, and usually earlier, patients 
with hematomyelia of the cord have regained control of bladder 
and bowels. 

In patients who have a positive Queckenstedt test, evidence of 
spinal block, the author is of the opinion that early decompression 
laminectomy is not indicated. After five or seven days, if a com 
plete block is still present or a partial one is increasing, decom- 
pression laminectomy should be done. It should be extensive 
enough to free the block completely, but “should be limited to 
this procedure only”; no attempt should be made to manipulate 
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the damaged bones. In cases of spinal block, x-ray examination 
should be done early, as soon after the diagnosis of block is estab- 
lished as is possible. For operation in cases of cervical cord in- 
jury with spinal block, the author prefers to use avertin and local 
anesthesia. If it is impossible to use local anesthesia, he prefers 
pentothal sodium given intravenously through the same cannula 
as a continuous drip of 5 per cent glucose in saline solution; the 
pentothal, if given slowly in this way, causes no respiratory dif- 
hculties. 

In the series of 101 cases of cervical cord injuries reported, 46 
died in the hospital; 74 per cent of these deaths were due to re- 
spiratory failure. Of the 55 patients who survived, 8 have been 
lost from observation; 3 are in the hospital. In 6 instances, results 
were unsatisfactory; in 20 cases, the results were satisfactory and 
the patients are normally active, though not earning their living 
for various reasons; in 18 cases, the patients were or are normally 
active and self-supporting, 2 having died of intercurrent disease 
three to five years after discharge from the hospital. 


LATERAL RUPTURE OF ‘THE CERVICAL IN'TERVERTE- 
BRAL DISCS; A COMMON CAUSE OF SHOULDER 
AND ARM PAIN 


R. G. Spurtinc (Lieut. Col., M.C., A.U.S.) and WiLiiaAm B. 
ScoviLLe (Capt., M.C., A.U.S.) 


Surg., Gynec. & Obst., 78:350-58, April 1944 


Experience at the Walter Reed General Hospital indicates that 
ruptured cervical discs are of less frequent occurrence than rup- 
tured lumbar discs. In the first eleven months of 1943, only 12 
cases of ruptured cervical disc were operated on, as compared with 
143 cases of ruptured lumbar disc. However, more clinical diag- 
noses of both conditions were made, but not verified by operation. 
When the clinical characteristics of ruptured cervical discs are bet- 
ter understood, it is probable that definite diagnosis of this condi- 
tion will be more frequently made. Pain and stiffness in the neck 
are usually the first symptoms of ruptured cervical discs; this is 
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followed by pain in the shoulder and arm down to the elbow. In 
some cases the shoulder and arm pain is the initial symptom. ‘The 
pain is associated with recurrent numbness and tingling in the 
hand and forearm; in some cases no sensory deficit can be dem- 
onstrated by the usual clinical tests; but, if the condition is of long 
standing, sensory deficit is usually demonstrable. “The most im- 
portant diagnostic test is the “neck compression test,” i.e., ulting 
the head and neck toward the painful side with pressure on the 
top of the head in this position. In rupture of the cervical discs, 
this procedure aggravates or reproduces the characteristic pain 
and radicular symptoms. In rupture of both the fifth and the 
sixth cervical disc, the pain radiates from the neck into the shoul- 
der and arm. With rupture of the fifth cervical disc, the pares- 
thesias (“needles and pins” or numbness) radiate into the posterior 
aspect of the thumb, and weakness or absence of the tendon reflex 
of the biceps brachialis muscle is demonstrated. With rupture of 
the sixth cervical disc, the paresthesias radiate into the index and 
middle fingers and sometimes the ring fingers and tip of the 
thumb, while the tendon reflex of the triceps brachialis muscle is 
weak or absent. Asa rule, the diagnosis can be accurately verified 
by pantopaque myelography. 

In some cases conservative treatment by absolute bed rest and 
halter traction with 5 to 10 pounds weight may give relief; if pain 
recurs mildly after this treatment, a cervical collar support may 
be worn. In cases where the pain is not relieved by such conserva- 
tive measures, operation is indicated. Operation is done with the 
patient in the upright position; procain nerve block or endo- 
tracheal ether anesthesia is employed. ‘The incision is made from 
the spinous process of the vertebra above to the one below the 
lesion. After freeing the muscles from the spinous processes on 
the side of the pain and denuding the laminae of soft tissue, a tri- 
angular piece of bone is removed from the laminae above and be- 
low the lesion, with a small dental chisel. ‘The ligamentum 
flavum is thus exposed; the inner edge of the articular facet 1s 
chiseled away, giving a good exposure of the root. If the bony in- 
cision has been correctly made, the predural fat need not be dis- 
turbed. ‘The spinal root in these cases of ruptured cervical disc 
is found “wedged tightly” into the intervertebral foramen by the 
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anterior mass. ‘This root is carefully separated from the mass and 
retracted either upward or downward, so that the mass can be 
removed without trauma to the root. The posterior rim of the 
intervertebral foramen is also removed with a nasal punch. Bleed- 
ing is carefully controlled and the wound closed with interrupted 
sutures of black silk. ‘The patient is kept recumbent as long as 
any pain persists in the arm and shoulder. In some patients pain 
is relieved almost immediately after operation, in others not for 
several days. 

Of the 12 patients in which this operation was done only 1 was 
under 30 years of age and 7 were 40 years of age or over. ‘This 
would indicate that rupture of the cervical discs tends to occur in 
the upper age groups. Only 2 patients (16 per cent) gave a his- 
tory of trauma preceding the onset of symptoms; in the cases of 
rupture of the lumbar discs, however, there was a history of 
trauma in approximately 60 per cent. In 8 of the 12 cases, the 
rupture occurred at the sixth cervical disc, in 3 at the fifth cervical 
disc, in one both discs were involved. In the latter case the diag- 
nosis was made on the basis of physical findings and the panto- 
paque myelogram and verified at operation. All of the 12 patients 
were relieved of pain within two weeks after operation, most of 
them earlier. All but one patient, who was operated on only 
three weeks before this report, have been returned to military 
cuty without disability. 
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10. Peripheral Nerves 


TREATMENT OF TRIGEMINAL NEURALGIA WITH AL- 
COHOL INJECTIONS INTO THE GASSERIAN GAN- 
GLION AND WITH PERIPHERAL INTERVENTIONS 
ON THE NERVES (Die Behandlung der Trigeminus- 
neuralgie mit Alkoholinjektionen ins Ganglion Gas- 
seri und mit peripheren Eimgriffen am Nerven) 


RICHARD ‘TRAUNER 


Aus der Kieferstation der 1. Chirurgischen Universitatsklinik, Wien. 
\rch. f. klin. Chir., 205:1-55, Sept. 1943 


Because of frequent assertions in the literature that alcohol in- 
jection of the Gasserian ganglion for trigeminal neuralgia often 
yields unsatisfactory results and is a dangerous procedure (Kirsch- 
ner, Dandy, Foerster, et al.), the author presents a review of his 
experience with this method during the past twenty-nine years. 
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Of 192 such cases, 116 could be followed up. Good results are 
obtained if a complete anesthesia of all three branches of the nerve 
is attained. Not even the first branch should be spared in the 
hope of protecting the eyes, except in selected younger patients 
and in patients with definite exclusive involvement of only the 
second and third branches. Recurrence is to be expected after 
incomplete anesthesia and should be avoided, as repetition of in- 
jections may prove difficult. Such difficulties are not, however, 
insurmountable, for, in 21 such cases from the earlier years in 
which complete anesthesia was not attained, permanent relief from 
pain was obtained by repeated injection in 20 cases (12 times 
after the first repetition and 8 times after the second, third, fourth 
or fifth repetition). Such repetition became necessary only after 
years of freedom from pain. Since improvement in technic repe- 
tition of injection was required in only two cases. 

The important points in technic are as follows: (1) Alcohol 
should be injected only when the needle is definitely in the fora- 
men ovale and in the region of the Gasserian ganglion (x-ray con- 
trol). (2) If total anesthesia is not obtained with the first needle 
with 0.5-1 cc. alcohol (95 per cent), a second and further needles 
are introduced into the Gasserian ganglion injecting additional 
small quantities of alcohol. (3) If total anesthesia of all three 
branches has been obtained, but subsides during the first few 
hours, the injection should be repeated the next day until com- 
plete once more. After two to four weeks the anesthesia rarely 
retrogresses. It may be advisable to leave the needle in situ until 
the evening following injection, so that a repeated injection can 
be made if necessary. Repeated injection should be made within 
fourteen days before cicatrization has taken place. In about two- 
thirds of the cases, complete anesthesia of all three branches is 
easily obtained with small amounts of alcohol. In the rest, great 
patience may be needed. In cases where cicatrization presents an 
obstacle to operation, the latter may be done in the posterior oc- 
cipital fossa according to Dandy. ‘The cornea was affected in 10 
per cent of the present series. However, all patients preferred 
loss of vision in one eye to continued pain. Owing to the danger 
of keratitis and recurrent ulcers of the nostrils, injection of the 
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ganglion should be used only when all conservative methods and 
peripheral alcohol injection have failed. 

By peripheral injection of alcohol, anesthesia lasting from one 
to one and one-half years may be obtained. By this means in se- 
lected cases, patients can be rapidly and simply rendered pain- 
free for many years. If all three branches or the deeper branch of 
the trigeminus are involved, only injection of the Gasserian gan- 
glion will suffice. Incomplete anesthesia with recurrence is more 
dangerous, as a rule, than the 10 per cent risk of keratitis. Volun- 
tary exception of the first branch is permissible in only a few cases. 
In many this would leave sensory residua in the second and third 
branches with the possibility of recurrence. 

Following a description and evaluation of the various surgical 
methods of treatment of trigeminal neuralgia, the author proceeds 
to discuss the results of alcohol injection and concludes that these 
are good in the great majority of cases. “The few cases which fail 
to respond can be cured by the Dandy operation except in cases 
where the disease is of more central or psychic origin. Patience and 
repeated injections may be required. ‘The method is especially 
difficult in cases with wide foramen ovale. In these cases the use 
of several needles, as recommended by Pichler, is helpful. ‘The 
method is dangerous in the hands of the inexperienced, as accurate 
control of the site of the needle is imperative. 

The poorer results obtained by electrocoagulation are not at- 
tributable to the method but rather to inadequate neurological 
control during the operation and too rapid operation leading to 
incomplete anesthesia of all three branches. It is impossible to 
state at present whether alcohol injection or electrocoagulation 
will prove to be the superior method. 

Frequently it will be the surgeon’s experience that will deter- 
mine whether operation or alcohol is used. ‘The chief advantage 
of resection as compared with alcohol injection, namely, main- 
tenance of corneal sensibility, has been disputed, not only by an- 
atomic findings but by some surgeons. ‘The fact remains that 
alcohol injection does not interfere with later operation should it 
prove necessary, especially if the Dandy technic is used. 

A comparison of the results obtained by Grant with the Frazier 
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method of retroganglionic resection of the sensory roots of the 
trigeminal nerve, those obtained by Zenker and Kirschner with 
electrocoagulation of the Gasserian ganglion, and the results ob- 
tained by alcohol injection of the ganglion by the Pichler method 
by ‘Trauner and Hofer (taking the last 65 cases as a basis for com- 
parison) indicates that the mortality is higher and the injury to 
the facial nerves more frequent with the Frazier operation. ‘The 
incidence of keratitides is greater with total neurotomy and less 
with partial neurotomy as compared with the alcohol and coagu- 
lation methods. Recurrence is likewise far less frequent following 
neurotomy than after alcohol injection. Recurrence following al- 
cohol injection, however, occurs only following incomplete anes- 
thesia, and repeated injection is easier and often successful. 
Kirschner’s recurrences and failures with the electrocoagulation 
method were more numerous Owing to more frequent imperfect 
sensory exclusion, due probably to inadequate neurologic control 
with the patient in narcosis. ‘The failures following Grant’s pro- 
cedure and alcohol injection are about equal, but the author’s 
series much smaller, rendering comparison difficult. 10 figures. 
Complete bibliography. 


FUNCTIONAL NERVE REGENERATION ‘THROUGH 
FROZEN-DRIED NERVE GRAFTS IN CATS 
AND MONKEYS 
PAuL WEIss 


Univ. of Chicago, Chicago, Ill. 


Proc. Soc. Exper. Biol. & Med., 54:277-79, Dec. 1943 


In the experiments reported, the nerves employed as grafts, 
either intact or predegenerated, were frozen in Isopentane at 
approximately —150° C., dehydrated over P,Os in vacuo for a 
week, then sealed and stored for two to four months. Before use, 
the grafts were rehydrated in Ringer’s solution in vacuo. The 
grafts were not stripped of their perineuria. ‘They were joined 
to the stumps of the severed nerves by “sleeves” of fresh or frozen- 
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dried artery. In some experiments the grafts were not connected 
with the nerve stumps immediately, but were first left at the site 
of the lesion several days for “local conditioning.” Either the 
peroneal or the tibial nerve was severed in cats and in monkeys, 
so as to leave “gaps’’ of several centimeters; these gaps were subse- 
quently repaired by the method described In cats, motor recovery 
began at three months after the nerve grafting operation and was 
nearly complete five to six months after operation. In monkeys, 
functional recovery was excellent in 8 of 21 experiments and good 
in 4, from five and a half to ten months after operation. In 4 cases 
in which the operation failed, this could be explained by faults of 
technic. ‘The best results were obtained with homoplastic grafts: 
good results were also obtained with grafts from one species of 
monkey to another, although with some delay; results were “‘negli- 
gible’ with cat to monkey grafts. No constant differences in re 
sults with predegenerated or non-predegenerated nerve grafts, or 
with conditioned or non-conditioned grafts, were observed. Suc- 
cess with this form of nerve grafts, as with other nerve grafts, de 
pends upon the method of joining the graft to the stump. The 
author considers that the method of “sutureless sleeve-splicing” 
employed in these experiments was instrumental in securing the 
good results obtained. 
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11. Sympathetic Nervous System 


ESSENTIAL HYPERTENSION: SURGICAL TREATMENT 
WILLIAM P. E. BeRwALp and KENNETH D. DEVINE 


Highland Hospital, Mayo Clinic, 
Rochester, N. Y. Rochester, Minn. 
Am. J. Surg., 64:382-83, June 1944 


In the past three years, the authors have treated 29 patients 
with essential hypertension by extensive sympathectomy. In 24 
cases Adson’s subdiaphragmatic technique was used, in 4 Cases 
Smithwick’s dorsolumbar approach, and in one case the Smith- 
wick operation was done on the right side and Adson’s on the left. 
Both types of operation are done through a lumbar hockey-stick 
incision. ‘Che subdiaphragmatic operation consists in removal of 
the first, second, and sometimes the third lumbar ganglia with the 
intervening trunk and section of the greater splanchnic nerve as 
it passes through the crus of the diaphragm; this nerve is then 
followed in to the corresponding celiac ganglion, two-thirds of 
which is removed. ‘This operation requires resection of about 
|'% inches of the twelfth rib. ‘The dorsolumbar operation con- 
sists in removal of the sympathetic chain from approximately the 
eighth thoracic ganglion through the first lumbar ganglion, man- 
ual avulsion of the greater splanchnic nerve “‘almost as high’ as 
the midthoracic region, and removal of this nerve just as it enters 
the celiac ganglion. ‘his operation requires removal of the entire 
twelfth rib and splitting of the diaphragm. Pneumothorax de- 
velops in somewhat over 33 per cent of the cases in which this 
operation is done, but can be relieved by aspiration of air from 
the intrapleural space through a soft rubber catheter at the con- 
clusion of the operation, followed by positive pressure exerted by 
the anesthetist through the gas machine. With both types ol 
operation, the right side is operated first, the left side a week to 
ten days later. 

The operation is indicated in patients 50 years of age or under 
(or occasionally patients in the early fifties) without cardiac or 
renal damage, who respond by a fall in the diastolic blood pressure 
to the administration of !% grain of sodium nitrate or 3 grains of 
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sodium amytal every half-hour for five hours. Operation is not 
done in very obese patients until their weight has been reduced. 

In the 29 cases operated on, there was one operative death, 
following the second stage of a dorsolumbar operation; autopsy 
showed bilateral pulmonary collapse and “tremendous” cardiac 
hypertrophy. Another patient died of coronary thrombosis a year 
and a half after operation. ‘The average preoperative blood pres 
sure was 244/127, and the average postoperative blood pressure, 
on an average of 9.8 months following sympathectomy, was 
166/112. ‘The results of operation were considered to be good if 
the systolic pressure fell 50 mm. of mercury or more, and the dias- 
tolic pressure 20 mm. or more. On this basis, 18 patients showed 
a good response and 10 a poor response; objectively, therefore, a 
good response was obtained in 64 per cent of patients. Question 
naires sent to the 27 patients living at the time of this report 
showed that 15 reported “‘greatly improved,” 9 “moderately im- 
proved,’ and one “slightly improved”; therefore 92.5 per cent 
of the patients considered themselves subjectively improved. As 
the majority of patients with essential hypertension who come to 
operation are referred by clinicians “who have already exhausted 
the medical armamentarium” without result, the results reported 
in these cases indicate that sympathectomy has a real value in the 
treatment of essential hypertension, especially since extensive 
sympathectomy is attended by comparatively little risk or posi 
operative discomfort. 


INTERVENTIONS ON THE SYMPATHETIC NERVOUS 
SYSTEM IN TREATMENT OF LOCAL FREEZING 
INJURIES (Eingriffen am sympathischen Nerven- 
system bei ortlichen Erfrierungen) 

WERNER BLOCK 


Aus der Chirurgischen Abteilung eines Reservelazaretts in Berlin 


Arch. f. klin. Chir., 205:56-75, September 1943 
Following a brief review of the methods used in treatment of 
freezing injuries, the author proceeds to discuss the effect of in- 
tervention on the sympathetic nervous system in such cases. Aside 
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trom the degree and extent of the freezing injury, the time interval 
which has elapsed since the accident is a determining factor in 
the selection of intervention. For early cases, i.e., those seen within 
the first twenty-four hours, in freezing injuries of the third degree, 
and in all cases in which the degree of freezing cannot be deter- 
mined (and these constitute the most numerous cases), the treat- 
ment of choice is novocain and alcohol block of the sympathetic 
trunk, administration of eupaverin and, less frequently, spinal an- 
esthesia. Short wave therapy, typhus vaccines and other fever 
treatments and, to a less degree, periarterial sympathectomy may 
also be used. 

In the later stages and primarily in cases of less extensive in- 
volvement (where the tissues are not involved beyond the tips of 
the fingers and toes), alcohol block of the sympathetic is indicated. 
In more advanced cases, ganglionectomy may be required. As an 
adjunct, one must then consider other physical therapeutic meth- 
ods. If, after three months at the most, slight freezing of the toes 
and fingers of second degree have not healed, the author recom- 
mends alcohol block of the ganglion, because it has then to be 
assumed that more serious trophic disturbances have developed 
owing to more extensive changes in the blood vessels. Ganglionec- 
tomy is indicated also in cases of recurrent ulceration. In the 
later stages of freezing injuries, operations on the sympathetic 
nervous system should be done promptly in selected cases. By 
thus improving the blood supply, lasting injuries of most serious 
type may be prevented. 3 figures. 


THE CIRCULATION IN MAN IN CERTAIN POSTURES 
BEFORE AND AFTER EXTENSIVE SYMPATHECTOMY 
FOR ESSENTIAL HYPERTENSION. I. PHYSIO- 
LOGIC ASPECTS 
Eart E. GAMBILL, EpGar A. Hines, JR. and ALFRED W. ADSON 


Mayo Clinic, Rochester, Minn. 


Am. Heart J., 27:360-80, March 1944 


Ten patients were studied in the horizontal and 60-degree 
head-up postures before and after extensive sympathectomy for 
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essential hypertension. ‘he important observations were as fol- 
lows: 

(1) Ihe pulse rate was faster in every case and in both postures 
after sympathectomy. 

(2) When patients were changed from the horizontal to the 60- 
degree head-up posture, the systolic blood pressure fell twice as 
much, and the diastolic pressure fell seven times as much after, 
as before operation. 

(3) ‘he difference in blood pressure between the leg and arm 
was little affected by sympathectomy. ‘There was a slight tendency 
toward an increase in this difference after sympathectomy, which 
was contrary to what was expected. 

(4) Significant decreases in pulse pressure in the arm and leg 
followed sympathectomy. ‘hese decreases were greatest when the 
patients were in the head-up posture, and especially great among 
those who had postoperative orthostatic hypotension. 

(5) ‘The systolic blood pressure during this test fell eight times 
as much, and the systolic rebound pressure was only two-thirds as 
great after operation as before operation. ‘The performance of the 
Flack test was much impaired after sympathectomy. ‘The great- 
est Impairment occurred when the patients were in the head-up 
posture, and among those patients who had postoperative ortho- 
static hypotension. 

(6) The circulation time from arm to foot in the head-up 
posture decreased after operation in cases in which reductions in 
blood pressure were minimal to fair; it increased after operation 
in cases in which reductions in blood pressure were marked. 

(7) The circulation time from foot to arm was unobtainable 
in the head-up posture on the tlt table, apparently because of 
stagnation of the solution used for testing in injected limbs. 

(8) Only those patients who had excellent reductions in blood 
pressure after sympathectomy had any real decrease in response 
to the cold pressor test. 

(9) After sympathectomy, the cardiac output was apparently 
greater in both postures. However, the cardiac output was less 
in the head-up posture than in the horizontal before, as well as 
after sympathectomy. ‘This difference was greater after operation, 
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and was greatest in cases in which much postoperative orthostatic 
hypotension developed. 

(10) ‘The stroke volume was increased in both postures after 
sympathectomy, but the stroke volume was always less when the 
patients were in the head-up posture. 

(11) ‘he basal metabolic rate was decreased in both postures 
alter sympathectomy. An actual increase in the basal metabolic 
rate apparently may occur while the patient is exhibiting a marked 
decrease in blood pressure in response to the head-up posture. 

(12) ‘he volume of the leg on standing erect appeared to be 
decreased after sympathectomy in all cases studied; the average 
decrease was 7.3 per cent of the total preoperative volume. The 
exact reason for this unexpected observation has not been dis- 
covered. 41 references. 3 tables. 6 figures. 


THE CIRCULATION IN MAN IN CERTAIN POSTURES 
BEFORE AND AFTER EXTENSIVE SYMPATHECTOMY 
FOR ESSENTIAL HYPERTENSION. Il. EFFECT OF 
CERTAIN MECHANICAL AGENTS AND PARE- 
DRINOL ON BLOOD PRESSURE AND PULSE 
RATE 
EARL E. GAMBILL, EpGArR A. Hines, JR. and ALFRED W. Avson 


Mayo Clinic, Rochester, Minn. 


Am. Heart J., 27:381-95, March 1944 


Ten cases of essential hypertension were studied before and 
after extensive splanchnic sypathectomy. ‘The following observa- 
tions were made: 

The use of a tight abdominal binder was of considerable bene- 
fit in counteracting excessive degrees of postoperative orthostatic 
hypotension and tachycardia. ‘To be effective, the binder must 
be properly applied. ‘The fact that the binder had little effect 
preoperatively or postoperatively in those cases in which ortho- 
static hypotension and orthostatic tachycardia were not great, but 
did increase the blood pressure and slow the pulse rate after oper- 
ation in cases in which these phenomena occurred, suggests that 
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the defect responsible for this condition lies, at least in part, within 
the abdomen. 

Cuffs tightly applied above both knees in order to cut off the 
circulation to the legs tended to elevate the blood pressure and 
slow the pulse rate. ‘This effect was greater after, than before 
sympathectomy, and was greatest after operation among patients 
who had the greatest degrees of orthostatic hypotension and 
tachycardia. 

The combined use of an abdominal binder and thigh cuffs 
had a greater blood-pressure-raising and pulse-slowing effect than 
either procedure alone. ‘The effect of the tight abdominal binder, 
thigh cuffs, or both, in counteracting orthostatic hypotension and 
tachycardia was due chiefly to factors other than the discomfort 
which was induced by these agents. 

Exercise of the legs did not produce a conclusive effect on 
orthostatic blood pressure and orthostatic pulse rate. 

Paredrinol sulfate definitely raised the level of the postopera- 
tive blood pressure in the horizontal and erect postures, and al- 
leviated most of the symptoms which otherwise resulted when pa- 
tients were in the erect posture. It reduced somewhat the amount 
of orthostatic decrease in blood pressure. It may be helpful, there- 
fore, in counteracting excessive degrees of orthostatic hypotension 
when patients begin to walk soon after sympathectomy. 17 refer- 
ences. 4 figures. 3 tables. 


THORACOLUMBAR SYMPATHECTOMY IN ESSENTIAL 
HYPERTENSION 
J. Wittt1AM HINTON 


New York, N. Y. 
New York State J. Med., 44:884-88, April 15, 1944 


Thoracolumbar sympathectomy has been performed in 40 
cases of essential hypertension. ‘This operation involves removal 
of the ninth, tenth, eleventh and twelfth thoracic and the first and 
second lumbar ganglia and chain, 6 inches of the greater splanch- 
nic nerve and the lesser and least splanchnic to the celiac ganglion. 
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Kndotracheal anesthesia with ether or cyclopropane is employed. 
In the operation employed there is danger of opening the pleural 
cavity; if this occurs, and positive pressure by endotracheal ad- 
ministration is being employed, the lung can be kept expanded 
during the operation; after operation, the air is aspirated from the 
pleural cavity by catheter and suction. ‘The blood pressure during 
operation should be maintained at about 100 mm. mercury; neo- 
synephrin should be given intravenously by the anesthetist if the 
blood pressure drops below this level. Cases of essential hyper- 
tension have been classified in four groups on the basis of the eye- 
ground changes and renal function as follows: Group 1: Arteriolar 
constriction only with normal renal function. Group 2: ‘Tortuos- 
ity and “nicking” veins at crossing, renal function normal. Group 
3: Marked arteriolar changes, retinitis with hemorrhage or exudate 
or both, renal function impaired. Group 4: Papilledema with 
hemorrhage and exudate, marked impairment of renal function 
(malignant hypertension). 

The author has operated on patients in the more advanced 
groups chiefly, because considerable improvement is often ob- 
tained in these patients and life prolonged. He has found it im- 
possible to forecast the end results even with a careful preoperative 
study, including the sodium amytal test and the cold pressor test. 
Of the 40 patients operated on, 15 were in Group 3 and 20 in 
Group 4; 10 of these patients had been refused operation in other 
clinics. ‘There were 3 operative deaths, all in Group 4; 2 were due 
to myocardial insufliciency; one to the filling of an old tuberculous 
cavity. In the latter case, operation was done at the special re- 
quest of both the patient and his physician. Of the 37 patients 
discharged from the hospital after operation, 2 have died; both 
of the patients were young men with malignant hypertension and 
loss of vision due to papilledema; both regained their vision and 
were able to work for several months; both died of uremia, one 
in six months and the other in ten months after operation. In a 
number of cases in the more advanced groups, improvement in 
kidney function and in the eye grounds followed operation and 
has been maintained, but the period of observation is too short 
for definite conclusions. 
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A PRELIMINARY REPORT ON A METHOD FOR 
LENGTHENING THE EFFECT OF A SYMPA- 
THETIC NERVE BLOCK 
FERDINAND C, Ler, Davin I. Macnur and Ross Z. PirrRPont 


From the Baltimore City Hospitals, Baltimore, Md. 


Bull. Johns Hopkins Hosp., 74:119-20, Feb. 1944 


Ordinarily following sympathetic block, the resultant increase 
in the temperature of the skin of the foot and dryness of the skin 
of the leg rarely last more than four hours. In old, arteriosclerotic 
individuals, the effect may occasionally persist for twenty-four 
hours. In an attempt to prolong the effect of the sympathetic nerve 
block, mono-brom-hydroxy-benzyl alcohol was tried in a peanut 
oil vehicle. Sterile ampoules of 10 cc. of peanut oil containing 4 
per cent mono-brom-hydroxy-benzyl alcohol were prepared (brom- 
salizol). Paravertebral injections were then made in the usual 
fashion, 10 cc. of peanut oil containing bromsalizol were injected 
in the region of the second lumbar segment and, in addition, an 
equal dose was given either in the first or third lumbar segments. 
‘The temperature of the foot did not increase until three hours 
later, but then the foot became warm and remained so for five 
consecutive days, after which the temperature gradually fell until 
the effect had passed off entirely eight days after the injection. In 
all, 26 patients have been given such injections, and of these 24 
reacted as described above. In one case the total effect lasted only 
four days, and in another no effect at all was observed. In old 
arteriosclerotic patients, this method has cleared up cellulitis of 
the foot, rapidly lessened the size of an intractable ulcer at the site 
of amputation of three toes, cleared up an arterial thrombosis in 
the lower part of the leg, and probably helped in producing an un- 
usually early well-healed supracondyler amputation stump.  Al- 
though the method was developed primarily to avoid the almost 
daily injections for the cure of thrombophlebitis, it is reasonable 
to believe that it may prove helpful in any case requiring im- 
proved circulation in the extremities; it may thus be of service in 
the present war. ‘Io what extent it can serve as a substitute for 
sympathetic ganglionectomy remains to be determined. 
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REFERENCES TO CURRENT ARTICLES 

he Treatment of Hypertension; Comparison of Mortality in Medically 
and Surgically Treated Cases. Nathan Flaxman, Cook County Hospital, 
Chicago, Ill. Ann. Int. Med., 20:120-24, Jan. 1944. (Compares au- 
thor’s series of 244 patients, all under 50 years of age, with 350 patients 
treated surgically by Peet and his colleagues, in a period of observation 
of five to ten years. Finds little difference in the mortality rate.) 

l'reatment of Intolerable Pain Due to Genital Carcinoma by Paravertebral 
and Presacral Alcohol Injections (Die Behandlung unertraglicher, durch 
Genitalcarcinome hervorgerufene Schmerzen mit paravertebralen und 
prasacralen Alkoholinjektionen). Richard Kurt Kepp. Arch. f. Gynak., 
174:620-66, 1943. (20 cases.) 

lreatment of Resistant Cases of Enuresis by Presacral Neurectomy. Rex 
E. Van Duzen, Dallas, Texas. South. M. J., 37:267-70, May 1944. (Re- 
ports 4 cases in-which presacral neurectomy was done for obstinate 
enuresis, with good results; in one case this was combined with a plastic 
operation.) 


12. Head and Neck 


CLINICAL OBSERVATIONS AND SURGICAL EXPE- 
RIENCES WITH PAROTID TUMORS 


DoNALD V. TRUEBLOOD 


Seattle. Wash. 
West. J. Surg., 52:109-18, March 1944 


From the clinical observation of and experience with parotid 
tumors, 8 cases of which are described in detail, the author con- 
cludes that the simple enucleation of a lump from the parotid 
is not the best procedure because these tumors are prone to 
recur in the remaining gland tissue and each subsequent opera- 
tion is more difficult. Rapid growth or disfigurement is the indi- 
cation for radical surgery of a parotid tumor. ‘The entire parotid 
gland can and should be removed with the tumor it harbors with- 
out permanent damage to the facial nerve. ‘The majority of 
tumors of the parotid gland are of the so-called mixed tumor 











168 QUARTERLY REVIEW OF SURGERY 


variety, but other types may be encountered. Thus the author 
describes one case of squamous cell carcinoma, one of lymphosar- 
coma, one of adenocarcinoma, etc. It is the author’s belief that 
a lump appearing in the parotid region which is not growing can 
be left alone. If it does begin to grow, radical surgical procedure 
is warranted, 1.e., complete removal of the gland with preserva- 
tion of the facial nerve. 

The technic of operation is described in detail. A _ vertical 
incision is made in front of the ear from the hairline down into 
the neck through the full thickness of the skin. Another incision 
is made at right angles to the vertical incision in back of the ear, 
leaving room below the ear for later suture. 

Occasionally it may be necessary to make also a horizontal inci- 
sion at right angles to the first vertical incision on the cheek. ‘The 
incised skin is dissected back in all directions. ‘Then the dissec- 
tion is made deep down in front of the mastoid bone and con- 
tinued deeper until the facial nerve is identified. ‘The latter is 
then freed of its base by careful dissection. As branches appear, 
each one is lifted away from the tract. ‘The operation takes four 
to five hours, as care must be exercised not only to avoid injury 
of the branches but also of the veins and arteries along their 
course. Removal of the gland leaves a considerable cavity, which 
the author usually fills by placing a small pack in front of the 
mastoid process and behind the angle of the jaw emerging through 
the lower end of the neck incision. The skin is closed with inter- 
rupted silk. Practically every patient has facial paralysis following 
this operation for from six to ten weeks due to gentle pinching 
of the nerve trunks or to the trauma of stretching these structures. 
To date, the author has performed 16 radical parotid operations 
upon patients who had not been previously treated. ‘The entire 
gland was removed, and so far no patient has suffered from per- 
manent facial paralysis nor have any recurrences been observed. 
7 references. 15 figures. 


REFERENCES TO CURRENT ARTICLES 
Treatment of Cancer of the Larynx by Roentgen Irradiation. A Report 
of Five-Year End-Results. John V. Blady and W. Edward Chamberlain, 
Philadelphia, Pa. Am. J. Roentgenol. 51:481-95, April 1944. 
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Treatment of Metastatic Carcinoma of the Neck. James Barrett Brown 
and Frank McDowell, St. Louis, Mo. From the Department of Surgery, 
Washington University School of Medicine, St. Louis, Mo. Ann. Surg., 
119:543-55, April 1944. (A discussion of radiation treatment and surgi- 
cal treatment of metastatic carcinoma of the neck with criteria for neck 
dissections and indications for type of neck dissection. Block excision of 
the lymphatic-bearing areas is recommended.) 124 references. 

lomography in the Region of the Maxillary Sinuses. Ervin H. Holvey and 
Louis M. Rosenthal, Chicago Tumor Institute, Chicago, Ill. Radiology, 
$2:458-65, May 1944. 


13. Oral Surgery 


THE DIAGNOSIS, CLASSIFICATION AND TREATMENT 
OF TUMOURS OF THE SALIVARY GLANDS 


M. LepERMAN 


Royal Cancer Hospital, London, England 


Brit. J. Radiol., 17:10-12, Jan. 1944 


No classification for salivary gland tumors has, as yet, been 
generally accepted. ‘The author proposes the following classifica- 
tion. A. Epithelial tumors: (1) Benign; (a) mixed tumor type; 
(b) non-mixed tumor type—adenoma, adenolymphoma, basalioma. 
(2) Malignant; (a) mixed tumor type; (b) non-mixed tumor type 
—adenocarcinoma, malignant adenolymphomas, basal cell carci- 
noma, squamous cell carcinoma. B. Connective tissue tumors: (1) 
Benign; fibroma, lipoma, angioma, lymphoid tissue. (2) Malig- 
nant—fibrosarcoma, myosarcoma, angiosarcoma, lymphosarcoma. 
Connective tissue tumors are relatively rare and unimportant 
types of salivary gland tumors. ‘The most common benign tumor 
of the salivary glands is the “mixed” tumor; adenolymphoma, 
however, 1s not as rare as indicated by the number of cases re- 
ported in the literature, constituting probably 5 per cent of benign 
tumors of the salivary glands. ‘The most common types of malig- 
nant tumor of the salivary glands are malignant “mixed” tumor 
and basal cell carcinoma. 
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Radium is “‘an agent of particular value” in the treatment of 
salivary gland tumors. Radium may be used in the form ol 
radium needles for implantation after excision of the tumor o1 
in the treatment of recurrences; it can also be employed for intra- 
cavitary radiation in association with external radiation or with 
surgery for salivary gland tumors involving natural passages: or 
in the form of teleradium, also known as radium beam or bomb 
therapy for external radiation, either as the sole method of treat- 
ment or as an adjunct to surgery (especially in malignant tumors). 
‘Treatment in all instances must be carefully individualized. 


THE DIAGNOSIS, CLASSIFICATION AND TREATMEN' 
OF ‘TUMOURS OF THE SALIVARY GLAND 


REGINALD T. PAYNt 


Brit. J. Radiol., 17:3-6, Jan. 1944 


In a series of 490 cases of surgical disease of the salivary gland, 
135 were tumors. A small number of tumors of the salivary 
glands are congenital in origin; clinically, cystic tumors are 
grouped together, this group including the congenital cysts. 
‘“Pure’’ adenoma of the salivary glands has been described but is 
very rare; but adenolymphoma occur more frequently; malignant 
transformation is unusual in these tumors. Mixed tumors are 
the largest and most important of salivary gland tumors; they 
occur most frequently in the parotid gland. ‘These tumors may 
be primarily malignant or may become malignant; they tend to 
recur after surgical removal, and the recurrence may become 
malignant although the primary tumor was non-malignant. Othe 
forms of malignant tumors also occur in the salivary glands. Radi- 
ation therapy is being increasingly used in salivary gland tumors. 
usually in combination with surgery. ‘The author advocates pre- 
operative radiation, as it may “‘toughen”’ the tumor capsule, thus 
rendering operative removal easier; or it may cause complete re- 
gression of the tumor if it is of a radiosensitive type. If the tumor 
is large and fixed, radiation therapy alone is indicated. 
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THE DIAGNOSIS, CLASSIFICATION AND TREATMENT 
OF TUMOURS OF THE SALIVARY GLANDS 


Marcaret C. Top 


Holt Radium Institute, Withington, Manchester, England 
Brit. J. Radiol., 17:6-10, Jan. 1944 


In a series of cases of tumor of the parotid gland treated in 
1932 to 1939, 79 per cent of the patients were living and free 
lrom recurrence three years after treatment and 76 per cent five 
years after treatment. In mixed salivary tumors of the parotid ‘ 
gland, the best results were obtained by the combined use of 
surgery and radium implants, as 97 per cent were free from 
recurrence three years after treatment and 98 per cent five years 
after treatment (successful treatment of recurrences in 3 cases). 
In malignant tumors of the parotid gland, surgery plus radium 
implantation gave better results than any other method in a small 
series of cases, but, in 10 cases treated prior to 1940, only 3 were 
living and free from recurrence three years after treatment. In 
tumors of the mixed salivary type in sites other than the parotid 
gland, surgery plus radium or x-ray in some cases, 48 per cent 
were free from recurrence two years after treatment (cases treated 
in 1940 included). In using the combined method of surgical 
removal and radium implantation, the surgeon carries out a radi- 
cal excision of the tumor as carefully as if he were “depending on 
the operation to obtain cure,” except that it is not necessary to 
risk damage to the facial nerve. ‘Then the radiotherapist implants 
the needles in the bed from which the tumor has been removed, 
either working through the surgical incision or puncturing the 
skin for each needle after the incision is closed. ‘The former 
method is used when the deeper tissues are involved; in these cases 
the implant is “in the form of a single plane.” The usual rec- 
tangular implant is made through the skin when the tumor bed 1s 
relatively superficial. ‘The dosage of radium employed is 6,000 
to 6,500 r in seven to eight days. In some cases in which no pro- 
vision has been made for radiation at operation, either the scar 
can be implanted or a large radium mold carried at a distance will 
give a good depth dose: a distance of 3 cm. gives a dose of 6,000 to 
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6,500 r to the surface in eight or ten days. In the cases where 
surgical excision is impossible, either radium or the x-ray. is em- 
ployed in the highest tolerable dose. For the treatment of lym- 
phosarcoma, a truly radiosensitive tumor, occurring in the salivary 
glands, x-ray therapy is indicated; the usual dosage is 3,500 to 
4,000 r delivered to a single large field in three weeks. 


REFERENCES TO CURRENT ARTICLES 
Restoration of Facial Contours in Surgery of the Secondary Cleft Lip and 
Palate. Albert D. Davis and George A. Selleck, Stanford Univ. School 
of Medicine and School of Dentistry, San Francisco, Calif. Am. J. Surg., 
64:104-14, April 1944. (Presents a definite plan for a series of operations 
made “step by step” for restoring facial contour as well as for correcting 
the cleft lip and palate deformity.) 


An Accessory Operating Table for Oral Surgery on Infants and Children. 
Benjamin Goldman, Erie, Pa. From Hamot Hospital. Surgery, 15: 
630-33, April 1944. 


Traumatic Hernia of the Lateral Pharyngeal Walls. Walter D. Hankins 
(Capt., M.C., A.U.S.). Radiology, 42:499-501, May 1944. (Case report.) 
Bone Degeneration in the ‘Temporo-Mandibular Joint; Case Report. John 


W. McLaren. Brit. J. Radiol., 17:94-95, March 1944. (Removal of area 
of bone degeneration relieved pain and restored normal movement.) 


14. Plastic Surgery 


A PROCEDURE TO CORRECT FACIAL PARALYSIS 
Epwarp M. HANRAHAN and WaLrteR E. DANpby 


Baltimore, Md. 
J-A.M.A., 124:1051-53, April 8, 1944 


A procedure combining nerve anastomosis and the use of 
fascial strips has been employed for the correction of facial pa- 
ralysis. ‘The two procedures are carried out at one operation. The 
nerve anastomosis is done first, employing the standardized tech- 
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nique for spinofacial anastomosis. “The combined operation is 
indicated only in cases of facial paralysis of less than one year’s 
duration; in cases of longer duration only the fascial strips are 
employed. Brown’s method of passing the fascial strips into the 
temporal muscle and anchoring them to the temporal fascia has 
been employed. ‘The fascial strips are carried across the midline 
of both the upper and the lower lip and “looped through” the 
muscle on the unaffected side of the face. “The most advantageous 
point at which to locate the nasolabial fold suspension on the 
affected side of the face is determined by preliminary study of 
the face at rest and with the unaffected side in use. Anesthesia by 
intratracheal intubation through the nostril on the unaffected side 
of the face may be used, but recently the authors have found pen- 
tothal sodium the most satisfactory anesthesia. After operation 
the face is supported by a pressure bandage for a week, and then 
by collodion-gauze strips. In most cases sulfadiazine has been 
given by mouth for about a week or until it is certain that there 
is no infection of the wound. ‘This method has been used in a 


series of 17 cases. 


REFERENCES TO CURRENT ARTICLES 
The Fundamentals of Facial Moulage. Victor H. Dietz (Major, Dental 
Corps, A.U.S.). Mil. Surgeon, 94:271-80, May 1944. (Discusses the 
general principles of facial moulage and describes two techniques for 


taking the impression.) 


Correction of Multiple Deformities of Nose. William Lawrence Gate- 
wood, New York, N. Y. Virginia M. Monthly, 71:227-31, May 1944. 


Plastic Repair of the Finger Tips (Beitrag zur Fingerkuppenplastik). H. 
Geissendorffer. Zentralbl. ft. Chir., 70:1107-8, 1943. 


Scrape Method of Skin Grafting. Benjamin F. Glasser (Capt., M.C., 
A.U.S.) and Padie Richlin (Capt., M.C., A.U.S.). Am.].Surg., 64:131-34, 
April 1944. (Describes a method of skin grafting using “scrapings” from 
the donor site. It can be used immediately after injury in burns and 


war wounds.) 


Reconstructive Plastic Surgery of the Absent Ear with Necrocartilage: An 
Original Method. Edward S$. Lamont. Arch. Surg., 48:53-72, Jan. 1944. 
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15. Thyroid and Parathyroid 


PHIOURACIL; TTS USE IN THE PREOPERATIVE MAN. 
AGEMENT OF SEVERE HYPERTHYROIDISM 
(PRELIMINARY REPORT) 


E_MeER C. BARTELS 


Lahey Clinic, Boston, Mass. 


Lahey Clin. Bull., 3:227-30, April 1944 


Vhiouracil has been used in preoperative treatment of 12 pa- 
tients with severe hyperthyroidism. ‘Thiouracil was given in a 
dosage of 0.6 gm. daily and the patients discharged from the hos- 
pital, but seen every two weeks as out-patients. In all cases, nerv- 
ousness, palpitation and tremor diminished, improvement begin- 
ning within seven to ten days after starting treatment; there was 
gain in weight and strength. ‘This improvement occurred more 
rapidly than the fall in the basal metabolic rate; the time required 
to reduce the basal metabolic rate to the desired level, near the 
normal, varied in different patients from twenty to eighty days; in 
most cases thirty to forty days were required. If iodine had been 
given previously, a longer time was required to reduce the basal 
metabolic rate with thiouracil. A longer time also was required if 
the thyroid was large than if it was small. Thiouracil did not reduce 
the size of the thyroid. ‘The failure of the thyroid to involute 
during treatment with thiouracil may result in considerable bleed- 
ing during operation; this may prolong the operation and make a 
longer period of wound drainage necessary. However, in the 
cases reported no other complications resulted. A subtotal thyroi- 
dectomy was done in 10 of these 12 patients and a hemithyroidec- 
tomy in 2, after thiouracil treatment. None of these patients 
showed the slightest tendency to a thyroidectomy reaction. ‘The 
author concludes that thiouracil has “a definite place” in the pre- 
operative management of patients with severe hyperthyroidism. 
Further study should be made of the possibility of using Lugol’s 
solution in conjunction with thiouracil to obtain involution of the 
thyroid before operation. 
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A SURGEON LOOKS AT THYROID DISEASE 


JosEPH L. DeCourcy 


From the Department of Surgery, DeCourcy Clinic, Cincinnati, Ohio 


Cincinnati J. Med., 25:73-81, April 1944 


The author presents a résumé of the diseases of the thyroid 
gland, emphasizing the importance of uniform nomenclature and 
classification, the histology of the normal gland, the changes oc- 
curring in disease, and the correlation of the clinical and patho- 
logical findings. 

‘The diseases are classified on the basis of function. ‘Those 
of hypofunction—namely, myxedema, cretinism, and secondary 
hypothyroidism—are medical entities responding to substitution 
and stimulation therapy. ‘Those of hyperfunction—namely, toxic 
diffuse goiter and toxic nodular goiter—require surgery; that is. 
subtotal thyroidectomy in the former and enucleation of the af- 
fected portion of the gland in the latter condition. ‘Those of 
potential hyperfunction—namely, non-toxic diffuse goiter and non- 
toxic nodular goiter—respond to thyroid and iodine medication 
and to surgery, respectively. Among the dyscrasias in which there 
is no disturbance in function are the inflammations, acute, sub- 
acute and chronic thyroiditis (Hashimoto's disease); Riedel’s 
struma, which is a vascular disease the result of previous perithy- 
roiditis; fetal adenoma and the malignant tumors. ‘Thyroiditis, 
acute and subacute, is treated like other infections. Surgery is 
indicated in the other conditions. 


THYROIDITIS; 1TS DIFFERENTIATION FROM 
MALIGNANCY 
FRANK H. LAHEY 


Lahey Clinic, Boston, Mass. 


Lahey Clin. Bull., 3:194-96, Jan. 1944 


Differential diagnosis between cancer of the thyroid and thy- 
roiditis is important, because in cancer immediate radical surgery 
followed by high voltage irradiation is indicated, and in thyroiditis 
neither surgery nor other treatment is usually necessary. Acute 
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thyroiditis, usually with multiple abscesses, is of very rare occur- 
rence. Chronic thyroiditis is characterized by round cell infiltra- 
tion which may completely replace the thyroid gland. Patients 
with chronic thyroiditis, however, rarely show definite clinical signs 
of myxedema, although many show a low basal metabolic rate and 
elevation of blood cholesterol. Palpation of the thyroid gland in 
chronic thyroiditis shows “increased firmness,” which varies in 
degree, but which is always of “such unyielding density” that it 
may be described as ‘“‘woody” or “‘marble-like.” As the character- 
istic infiltration fixes the thyroid to the trachea, immobility as well 
as hardness is present in thyroiditis. Asa rule, thyroiditis involves 
the entire gland, while cancer does not in the earlier stages. “The 
outstanding feature’ of thyroiditis that distinguishes it from 
cancer of the thyroid is that the enlargement is symmetrical, and 
that the thyroid remains normal in outline, with the sharp apex 
of the upper pole and the isthmus clearly distinguished on palpa- 
tion. In cancer, the enlargement is not symmetrical, the isthmus 
is obliterated, and a definite ‘tumor mass” is formed without “the 
characteristic thyroid outline or shape.” 


EXOPHTHALMOS; DIAGNOSIS AND SURGICAL. 
TREATMENT OF INTRACTABLE CASES 


JAmes L. Popren 


New England Deaconess and New England Baptist Hospital, Boston, Mass. 
Am. J. Surg., 64:64-79, April 1944 


In a series of 87 cases of severe exophthalmos, 28 were associ- 
ated with thyroid disease, the exophthalmos progressing after thy- 
roid operation. In 20 of these 28 cases the exophthalmos ap- 
peared after the primary thyroidectomy. ‘lhe basal metabolic rate 
was determined in 25 patients; it varied from —20 to +21 per cent; 
the rate was above normal (+21 per cent) in only one patient. In 
9 patients with a low basal metabolic rate, thyroid medication was 
tried, but failed to improve the exophthalmos; 3 patients were 
subjected to three thyroidectomies, and 3 others to two thyroidec- 


tomies, without effect on the exophthalmos. Orbital decompres- 
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sion for the relief of the exophthalmos was done in these 28 cases 
on definite indications, i.e., severe progressive exophthalmos per- 
sisting after thyroidectomy as shown by repeated measurements 
with the exophthalmometer, associated with progressive visual 
changes, and a normal or subnormal basal metabolic rate. ‘The 
preoperative exophthalmometer readings varied from 37 mm. 
(maximum) to 19 mm. (minimum); in 20 of the 28 cases the pro- 
trusion was 25 mm. or over. 

For the operation of orbital decompression, avertin supple- 
mented by endotracheal ether is employed for general anesthesia. 
Before craniotomy, a temporary tarsorrhaphy is done; this reduces 
the postoperative conjunctival reaction and guards against a new 
corneal ulcer. Narrow v-shaped bone flaps are turned down 
through a modified coronal incision, so that the broad portion of 
each flap is under each temporal muscle as far anteriorly as pos- 
sible. “To obtain decompression the orbital plates are removed 
anteriorly to the frontal sinuses, medially to the ethmoid sinuses, 
and posteriorly to include each entire sphenoid wing. ‘The optic 
nerves are uncapped. ‘The lateral portion of each orbital plate 
is “‘rongeured completely away’ inferiorly to the superior and in- 
ferior oblique tissues. The orbital periosteum and fascia are then 
opened widely; in the earlier cases in this series the fascia was 
divided through the annulus of Zinn; in the later cases this liga- 
ment has not been incised. When the fascia is opened, fat and 
muscle extrude; the muscles are increased in size, and microscopic 
examination shows round cell infiltration, fragmentation and 
myxedematous changes. In completing the operation after con- 
trol of all bleeding, sulamyd powder in “‘generous’’ amounts is 
placed in the operative wound, the bone flaps are replaced, and 
the scalp sutured with black silk. Superficial small rubber tissue 
drains were used in a few cases. The eyes show definite recession 
immediately after operation. The eyelids are covered with White’s 
ointment and moist sea sponges, and pressure is applied equally 
to hoth eyes with an Ace bandage. 

In the 28 cases reported good results were obtained in all but 
2 patients. In one of these—one of the earlier cases—adequate 
decompression could not be performed because of ethmoidal cells 
extending over the orbital plate; with the use of the sulfa drugs, 
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removal of the entire orbital plate with the ethmoidal cells would 
be “‘permissible” if the dura is not opened. 

In 41 cases of unilateral exophthalmos, the chief causes were 
sphenoid wing meningioma, cholesteatoma, osteoma, malignant 
tumor, or arteriovenous aneurysm. ‘The treatment of these con- 
ditions is surgical, as a rule, although carcinoma may be treated 
by roentgen therapy. Both extracranial and intracranial opera- 
tion may be necessary in arteriovenous aneurysm. 


REFERENCES TO CURRENT ARTICLES 
Masked Abscess in Colloid Goiter. A Case Report. Marcus Backer. 
Bridgeport, Conn. Connecticut M.J., 8:298-300, May 1944. 
Parathyroidectomy in the Treatment of Scleroderma (La_paratiroidec- 
tomia en el tratamiento de la escleroderma). A. Covarrubias. Bol. 


Acad. argent cir., 27:958-63, Oct. 1943. 


Thiourea Causing Granulopenia and Thrombopenia. P. B. Newcomb and 
F. W. Deane, London Hospital, London, England. Lancet, 1:179, Feb. 
5, 1944. (Thiourea used for preoperative treatment in the case re- 
ported; patient recovered under treatment with blood transfusion and 
pentnucleotide.) 


The Treatment of Graves’ Disease with Severe Exophthalmos. William T. 
Salter and Mayo H. Soley, Univ. of California Medical School, San 
Francisco, Calif. M. Clin. North America, 484-98, March 1944. (Dis- 
cusses medical and surgical treatment; reports 2 cases in which exoph- 
thalmos developed after thyroidectomy.) 


16. Thoracic Surgery 


PENETRATING WOUNDS OF THE CHEST; REVIEW OF 
291 CASES IN THE MIDDLE EAST 
W. F. NicHotson (Major, R.A.M.C.) and J. G. ScappiNnc 
(Lieut.-Col., R.A.M.C.) 
Lancet, 1:299-303, March 4, 1944 


The 291 cases of penetrating wounds of the chest reported are 
divided into three groups, because of the different conditions un- 
der which they were treated. One group (131 cases) was treated 


| ee 


QUARTERLY REVIEW OF SURGERY 479 





at base hospitals, seven to fourteen days, or even longer, after 
wounding; the second group (33 cases) was treated at a CCS within 
forty-eight hours; the third group (127 cases), at an advanced 
general hospital within two to three days after wounding. Sulfa- 
nilamide was given by mouth as a routine during evacuation of 
the wounded; as, under these conditions, four-hourly doses cannot 
be given regularly, a dose of 2.5 gm. was given every twelve hours. 
The incidence of Streptococcus hemolyticus infection was defi- 
nitely reduced in these cases, as compared with other series of 
cases in Egypt in which sulfanilamide had not been given 
routinely. 

A hemothorax developed in over half the cases in this series. 
These cases were at first treated by a method advocated by one of 
the authors (J. G.S.) in 1941—air replacement in cases in which 
a large aspiration was required in the first week. But it was found 
that repeated aspirations with minimal or no air replacement, 
supplemented by breathing exercises, gave good results. In a 
third of the cases the hemothorax was infected. In such cases, a 
period of water-sealed airtight drainage was required, but suction 
was employed in only a few cases, when the empyema was total 
and the lung not showing satisfactory expansion with drainage 
alone. When rib resection is indicated, any pleural foreign body 
should be removed at the same time, if possible, but adhesions 
should not be broken down in searching for or removing a foreign 
body. Clotting occurred in 6 per cent of the cases of hemothorax; 
delay in aspiration, infection or an intrapleural foreign body was 
present in all these cases. A large clot should be removed 
promptly; a posterior thoracotomy along the sixth space with re- 
section of an inch of the sixth rib at the angle, proved most satisfac- 
tory for this purpose; the cavity was drained through the wound 
made by the 1-inch rib section. 

The lung tolerates metallic foreign bodies well, and the ques- 
tion must always be considered.whether the foreign body is more 
dangerous than the operation to remove it. Foreign bodies in 
the periphery of the lung are best removed in two stages, as in 
operation for lung abscess. ‘The two-stage technique may also be 
employed for central foreign bodies in the lung or those near the 
mediastinum. Mediastinal foreign bodies, if large (1 x 2 cm. or 
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more), should be removed early before adhesions become dense. 
A follow-up of 15 men with retained small pulmonary or media- 
stinal foreign bodies showed 11 returned to duty more than a year 
after being wounded. 

The early mortality in thoraco-abdominal wounds is high; of 
5 men with such wounds seen within twenty-four hours after 
injury, 3 died. Of the 20 who survived the first twenty-four hours 
and were treated later, only one died. In the early stage of such 
wounds it is often difficult to determine whether the abdomen is 
involved or not, even with the use of the x-ray. In such cases 
early laparotomy is the best procedure for the general surgeon “in 
a forward area,’ although a thoracic surgeon may prefer the tho- 
racic approach. Including cases in which death was known to 
have occurred after transfer to other hospitals, the mortality in 
this series was 6.5 per cent; excluding the thoraco-abdominal 
wounds reduces the mortality to 6 per cent; this figure the authors 


consider “fairly representative’ of the base hospital mortality of 


penetrating wounds of the chest in the present war. 


REFERENCES TO CURRENT ARTICLES 
The Present Position of Thoracic Surgery. R. C. Brock, Guy’s Hospital, 
London, England. Brit. M. Bull., 2:33-36, Feb. 1944. (A general dis- 
cussion, with special consideration of lung abscess, bronchiectasis and 
bronchial carcinoma.) 


Tuberculous Meningitis Complicating Thoracic Surgery. Edward W. 
Custer, Healthwin Hospital, South Bend, Ind. Dis. of Chest, 10:145-48, 
March-April 1944. (Of 250 patients submitted to chest surgery, 6 have 
died. In 3 cases, reported in detail, death was due to tuberculous men- 
ingitis, following collapse therapy for pulmonary tuberculosis—thoraco- 
plasty in 2 cases, phrenemphraxis in one.) 


Operation on the Phrenic Nerve in Pulmonary Tuberculosis (Les inter- 
ventions sur le phrenique dans la tuberculose pulmonaire). Roland 
Desmeules, Louis Rousseau and Philippe Richard, Hépital Laval, Que- 
bec, Canada. Laval méd., 9:80-91, Feb. 1944. (Discusses indications for 
and results of such operations and reports 6 cases.) 


A Tumor Occurring in the Superior Pulmonary Sulcus. Irving Imber, 
Reading, Pa. Am. J. M. Sc., 207:654-60, May 1944. 

Intrathoracic Neurogenic Tumors. Edward M. Kent, Brian Blades, Anibal 
Roberto Valle and Evarts A. Graham, St. Louis, Mo. J. Thoracic Surg., 
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13:116-61, April 1944. (18 cases from the Barnes Hospital. ‘Tabular 
analysis of 105 cases from the literature.) 
An Intercostal Drain. James Philp, Thornton Heath, England. Brit. M. 
J., 1:396, March 18, 1944. (Brief description with illustration.) 
Tracheal Tumors (Kasuistische Beitrage zu den Luftréhrengeschwilsten). 
H. Schénlebe. Zentralbl. f. Chir., 70:1137-44, 1943. 


17. Chest Wall 


IN TRABRONCHIAL SPREAD FOLLOWING 
THORACOPLASTY 


MANDEL WEINSTEIN and STEVEN TYAN 
Sea View Hospital, Staten Island, N. Y. 
Am, Rev. Tuberc., 44:238-49, March 1944 


In 198 thoracoplasties for pulmonary tuberculosis in the year 
i942, postoperative intrabronchial spread of the disease occurred 
after 19 operations in 14 patients, an incidence of approximately 
10 per cent. Four deaths were due to these spreads, a mortality 
of 2 per cent for this complication. All these deaths occurred in 
colored patients; postoperative spread of the disease occurred twice 
as frequently in Negroes as in white patients. The tuberculous 
spreads involved the contralateral lung in 52 per cent of the cases, 
the homolateral lung in 26 per cen‘, and were bilateral in 4 cases 
(22 per cent). ‘The spread of the tuberculosis in these cases oc- 
curred, first, in the lower third of the lung; second, in the middle 
third; and third, in the upper third. ‘The diagnosis of postopera- 
tive spread was confirmed in every case by roentgenographic 
studies. Clinically, the onset of tuberculous spread after tho- 
racoplasty occurs as a rule two or three days after the operation; 
in the more severe cases the temperature may be 102° to 104° F., 
the pulse is rapid, and respiration deep and rapid. In the 14 cases 
in which postoperative spread of the disease occurred, the cavities 
were large and “‘giant”’ in 8 cases, indicating that such large cavi- 
ties with much cavitary exudate predispose to postoperative spread. 
Many patients with the same extensive disease, however, do not 
develop this complication. There is no known procedure that 
will certainly prevent postoperative spread following thoraco- 
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plasty. Before operation is attemped careful x-ray examination 
should be made to rule out the presence of cavity in the opposite 
lung. “Selective pneumothorax” in the contralateral lung does 
not prevent the spread of tuberculosis in that lung. ‘The most 
important factor in preventing postoperative tuberculous spread 
is to keep the airway open and the tracheobronchial tree as free 
as possible from secretion by postural drainage and instructing the 
patient to cough. ‘The anesthetic used should be such that the 
cough reflex is rapidly recovered; narcotics and sedatives should 
be used “‘sparingly and infrequently.” Patients are encouraged 
to turn from side to side and to move their extremities. If the 
picture of bronchial block develops, oxygen and chemotherapy 
are indicated. Bronchoscopy may be done in extreme cases. 


REFERENCES TO CURRENT ARTICLES 
Collapse Therapy in Bilateral Pulmonary Tuberculosis. John B. Andosca 
and John A. Foley, Boston Sanatorium, Boston, Mass. Dis. of Chest, 
10:95-102, March-April 1944. (Reports 7 cases illustrating “various com- 
binations” of bilateral collapse therapy.) 


Collapsed Lung—Postmorten Findings. Robert Charr and J]. Woodrow 
Savacol, Jefferson Hospital, Philadelphia, Pa. Dis. of Chest, 10:103-14, 
March-April 1944. (Discusses autopsy findings in pleura and lungs in 
19 cases in which some form of collapse therapy had been done.) 


18. Pleura 


REFERENCES TO CURRENT ARTICLES 
Review of 84 Cases of Pleural Fluid. S$. G. Clayman, San Haven, North 
Dakota. Journal-Lancet, 64:104-7, Apr. 1944. (Discussion of etiology in 


84 cases of pleural fluid, and notes on treatment; 12 cases reported in 
detail.) 


Roentgenographic Demonstration by Diodrast of the Pleural Walls in 
Open Empyema. Joseph Gordon. Ray Brook, N. Y. J. Thoracic Surg., 
13:162-65, April 1944. 


Intrapleural Pneumonolysis Earl R. Pfuetze, Cannon Falls, Minn. Min- 
nesota Med., 27:188-89, March 1944. (Discusses intrapleural pneu- 
monolysis as a means of “converting an inadequate pneumothorax into 
an adequate one.”” Reports 46 cases.) 
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19. Lung 


THE USE OF PLASMA FOR FILLING THE PLEURAL 
SPACE AFTER LOSS OF VARYING 
AMOUNTS OF LUNG 


W. E. Apams and T. F. THORNTON 


Chicago, Ill. 
From the Department of Surgery of the University of Chicago 


Surgery, 15:521-46, April 1944 


Blood plasma proteins were reduced by 33 1/3 per cent to a 
significantly low level following the resection of the lung in dogs. 
This reduction of the normal concentration persists for as long 
as ten days. Factors contributing to this fall in plasma proteins 
included removal of lung tissue, the thoracotomy wound, anes- 
thesia, and infection. Marked reduction: in plasma proteins fol- 
lowing resection of the lung could be obviated by adequate re- 
placement of protein loss. Replacement therapy consisted of the 
administration of blood or serum intravenously or serum intra- 
pleurally. Both replacement materials and routes of administra- 
tion were equally effective when materials were given in adequate 
amounts. 12 references. 6 tables. 4 figures. 


INDICATIONS FOR TOTAL PNEUMONECTOMY 


Evarts A. GRAHAM 


Washington Univ. School of Medicine, St. Louis, Mo. 
Dis. of Chest, 10:87-94, March-April 1944 


The indications for total pneumonectomy are primary new 
growths, chronic suppurative processes that involve most or all of 
one lung, and a few selected cases of pulmonary tuberculosis. 
Bronchiogenic carcinoma is the chief indication for total pneu- 
monectomy. Contraindications to total pneumonectomy in bron- 
chiogenic carcinoma are as follows: The presence of bloody pleural 
fluid indicates spread of the malignant growth to the pleura; even 
clear pleural fluid as a rule indicates involvement of at least the 
visceral pleura. Paralysis of the corresponding half of the dia- 
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phragm indicates involvement of the phrenic nerve. Paralysis of 
the left vocal cord in bronchiogenic carcinoma of the left lung in- 
dicates involvement of the left recurrent laryngeal nerve as it 
passes under the arch of the aorta. Severe pain in the thoracic 
wall or down the arm indicates involvement of intercostal nerves 
or of the brachial plexus; a moderate amount of pain does not 
contraindicate an exploratory operation. Extension of the growth 
into the wall of the trachea, as shown by the bronchoscope, usually 
contraindicates pneumonectomy, although occasionally it is pos- 
sible to remove part of the wall of the trachea. Firm fixation of 
the hilum is unfavorable for successful operation but is not al- 
ways an absolute contraindication. Asa rule, the presence of dis- 
tant metastases is a contraindication to pneumonectomy, but in 
some cases the lung and a solitary metastasis may be removed. ‘The 
general condition of the patient, especially the condition of the 
cardiovascular apparatus, is of more importance than the chrono- 
logical age in determining whether pneumonectomy is indicated 
in the older age groups. ‘he author and his associates regard bron- 
chial adenoma as at least a potentially malignant tumor and have 
found that this tumor is often actually malignant when it is first 
recognized clinically. ‘They are of the opinion, therefore, that 
total pneumonectomy is the treatment of choice for bronchial 
adenoma. 

Total pneumonectomy is indicated in chronic suppurative dis- 
ease that involves all the lobes of one lung if the other lung is free 
from disease; this indication is found most commonly in so-called 
“unilateral universal bronchiectasis” and unilateral suppurative 
congenital cystic disease. Some cases of chronic or recurrent uni- 
lateral pneumonitis and of unilateral lipoid pneumonia may be 
successfully treated by total pneumonectomy. 

In tuberculosis, the operation of total pneumonectomy may be 
considered to be indicated if the main bronchus of the diseased 
lung is strictured so as to prevent adequate aeration and drainage 
of secretions, or if thick-walled uncollapsible cavities are present, 
or if there is a unilateral universal tuberculous bronchiectasis. 
Comparatively few patients with such conditions will be suitable 
for operation and, as a rule, only those in whom thoracoplasty 
has failed. 
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In 104 cases of total pneumonectomy, 81 operations have been 
done for bronchiogenic carcinoma or other neoplasm and 23 for 
other conditions in approximately ten and a half years. In the 
last five years, in which period indications have been more defi- 
nitely defined and the technic perfected, 75 total pneumonec- 
tomies have been done, 70 for malignant neoplasm. There were 21 
hospital deaths, a mortality of 30 per cent. In the last 25 opera- 
tions for neoplasm, there were 3 deaths, a mortality of 12 per cent, 
and in one of these cases, death was due to coronary thrombosis 
a week after operation in a patient 70 years of age. In patients of 
middle age, pneumonectomy does not impair function for the 
ordinary activities of life. “The author has under observation 5 
patients who have been well more than five years after total pneu- 


monectomy and one living and well for more than four years after 
operation. 


ROENTGEN DIAGNOSIS OF BRONCHIOGENIC 
CARCINOMA 


Harovp L. SHINALL 


St. Louis, Mo. 
Radiology, 42:213-19, March 1944 


The author undertook a study of bronchiogenic carcinoma to 
determine the true status of both clinical and roentgen diagnosis 
and to ascertain, if possible, how greater accuracy might be 
obtained. All cases of bronchiogenic carcinoma proved by autopsy 
and microscopic section occurring in the last five years at the 
St. Louis City Hospital were assembled. An analysis of the series 
showed that there were found at autopsy 40 cases of bronchiogenic 
carcinoma in which roentgen as well as clinical examinations had 
been made. Of these, only 6, or 15 per cent, gave a history sufh- 
ciently characteristic to indicate clinically, without roentgen exam- 
ination, the probability of bronchiogenic carcinoma. ‘Thirty-six 
patients were referred for roentgen examination of the chest; the 
findings in these, when considered with the clinical history rou- 
tinely furnished with the x-ray requisitions, led to a diagnosis of 
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bronchiogenic carcinoma in 16 cases, or about 45 per cent. In 
some instances, other conditions, such as atelectasis or a large 
pleural effusion, overshadowed the underlying pulmonary lesion, 
making diagnosis of malignant growth impossible. Excluding 
these, the correct diagnoses reached 60 per cent. Brief notices of 
8 cases are given with reproduction of roentgenograms. 

Roentgen diagnosis of any lung condition must be correlated 
with certain elements of the clinical history before a diagnosis is 
made. Examination of the histories of proved cases of bronchio- 
genic carcinoma elicited the following clinical facts of importance 
in the diagnosis of uncomplicated bronchiogenic carcinoma: 

1. Age. ‘The patient was usually over 40 years of age, the 
average in the present series being 58 years. 

2. Duration of illness, three months or over. ‘The average 
duration before admission in this series was seven and one-half 
months. 

3. Cough, usually dry and non-productive, or none at all. 

t. Expectoration of blood, usually present at some time dur- 
ing illness. 

5. Loss of weight, definite and progressive, usually out of pro- 
portion to the extent of lung involvement. 

6. Lack of fever or signs of infection, with the exception of 
those cases in which abscess formation intervened. 

It was found that if these points in the clinical history were 
coupled with a roentgenogram showing a unilateral rounded nod- 
ular shadow, usually in the central zone of the lung, it would be 
possible that the correct diagnosis could be made in 87 per cent; 
13 per cent would always remain undiagnosed. If the case 1s 
complicated by infection and abscess formation, there may be 
fever and expectoration of mucopurulent sputum. ‘The roentgen 
picture then takes on the aspect of a pyogenic abscess uncompli- 
cated by neoplastic involvement. ‘The chronicity of the abscess 
might lead one to suspect the presence of a malignant growth. 

Che presence of fungi and yeasts in the sputum always suggests 
the possibility of malignant involvement. 

The author concludes that nothing short of a clinical roent- 


genological consultation in each case of suspected bronchiogenic 
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cancer will suffice. If this is carried out, a high percentage of 
correct diagnoses should be attained. Attention is drawn to Fa- 
rinas’ method of bronchography as an aid in detection of bronchio- 
genic cancer. He states that when a chest roentgenogram shows 
an expiratory emphysema, an atelectatic zone in any region of the 
pulmonary field, or a dense shadow in the neighborhood of the 
hilus, serial bronchography is indicated to discover the possible 
existence of bronchial carcinoma. 24 references. 8 figures. 


SOLITARY CIRCUMSCRIBED ‘TUMORS OF THE LUNG 
T. F. THornton, Jr., W. E. ApAMs and R. G. BLock 


Univ. of Chicago School of Medicine, Chicago, Ill. 
Surg., Gynec. & Obst., 78:364-70, April 1944 


In 23 patients in whom the x-ray showed a solitary rounded 
lesion in the lung, the final diagnosis based on microscopic exam- 
ination was primary lung tumor in 15 cases, metastatic tumor in 3, 
tuberculosis in 4 cases and chronic lung abscess in one case. The 
most common symptom on admission in these cases was pain in 
the chest (7 cases); cough was the chief complaint in only 5 cases; 
4 had noted weight loss at the time of admission. During the 
course of the disease, 12 patients showed weight loss, 8 weakness, 
and 6 anorexia. Cough and chest pain were present in 10 cases 
each; 5 patients had hemoptysis, and 5 showed clubbing of the 
fingers. Bronchoscopy established the diagnosis in 2 cases; explor- 
atory thoracotomy was necessary to establish the diagnosis in 10 
cases; diagnosis was made at autopsy in 7 cases, in 5 of which the 
correct diagnosis had been suspected clinically. As in these cases 
symptoms and physical findings were indefinite and the usual diag- 
nostic aids failed to establish the correct diagnosis, exploratory 
thoracotomy was found to be “the surest method” of making an 
accurate diagnosis. ‘The authors recommend this procedure in 
cases of the type described, as “an early diagnostic aid,” since it 
also leads to early treatment. ‘The cases of primary tumor of the 
lung in this series included 4 cases of primary squamous cell carci- 
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noma; exploratory operation showed the tumor to be inoperable 
in 2 cases; both these patients have since died; one patient died 
of cardiac failure two weeks after a seemingly successful removal 
of the tumor; the fourth patient is living and well one year after 
pneumonectomy. Of the 4 patients with adenocarcinoma, 2 were 
treated with roentgen rays; both have died; one patient died of 
recurrence following lobectomy; one is living and well ten months 
after pneumonectomy. All 4 patients with untyped carcinoma 
were found to be inoperable on exploratory operation, and all died 
within a year. In the one case of sarcoma, exploratory operation 
showed it to be inoperable; the patient died in spite of x-ray 
therapy. In one case of malignant epidermoid, resection was fol- 
lowed by recurrence and death in ten months. In one case of 
benign tumor (hemangioma) pneumonectomy was done, and the 
patient is living and well six months after operation. 


REFERENCES TO CURRENT ARTICLES 
Ihe Etiology and Surgical Treatment of Lung Abscess; Importance of 
Lobectomy. O. C. Brantigan and E. A. Looper, Univ. of Maryland 
School of Medicine, Baltimore, Md. South. M. J., 37:199-207, April 
1944. (Advocates early external surgical drainage in the treatment of 
simple (uncomplicated) lung abscess. Lobectomy is indicated in com- 
plicated lung abscess.) 


The Diagnosis and Treatment of Bronchiogenic Cysts of the Mediastinum 
and Lung. Robert K. Brown and Laurence L. Robbins, Boston, Mass. 
J. Thoracic Surg., 13:84-105, April 1944. 


Thoracoplasty and Contralateral Pneumothorax in Bilateral Pulmonary 
Tuberculosis. Robert W. Buxton, Ann Arbor, Mich., and Paul V. 
O’Rourke, Detroit, Mich. J. Thoracic Surg., 13:106-15, April 1944. 
(Study based on 44 cases.) 


Prevention of Bronchiectasis. Louis H. Clerf, Philadelphia, Pa. Penn- 
sylvania M.J., 47:676-80, April 1944. (Appropriate treatment of bron- 
chial obstruction with bronchoscopy and postural drainage as preventive 
measures. ) 


The Diagnosis of Bronchiectasis in Young Adults. Prebronchographic 
Roentgen Manifestations Observed among Military Personnel. William 
A. Evans, Jr. (Capt., M.C., A.U.S.) and Leon J. Galinsky (Capt. M.C., 
A.U.S.). Am. J. Roentgenol., 51:537-47, May 1944. 
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Roentgenologic Changes in the Lung in Traumatic Fat Embolism (R6nt- 
genologische Lungenveranderungen bei der traumatischen Fettembolie). 
A. Fehr. Zentralbl. f. Chir., 70:1144-50, 1943. 


Recent Work on the Anatomy of the Bronchi. A. F. Foster-Carter, Bromp- 
ton Hospital, London, England. Brit. M. Bull., 37-38, Feb. 1944. (Gen- 
eral discussion with reference to importance to the physician and sur- 


geon.) 


Some Clinical Problems of Bronchiectasis. H. Corwin Hinshaw and Her- 
bert W. Schmidt, Mayo Clinic, Rochester, Minn. Dis. of Chest, 10: 
115-22, March-April, 1944. (Discusses diagnosis and indications for 
surgical treatment.) 


Primary Cancer of the Lungs. K. L. Mitton, Schenectady, N. Y., and N. 
M. Hardisty (Lieut.-Com., M.C., U.S.N.). Am. J. Roentgenol., 51:555-63, 
May 1944. 


Treatment of Penetrating Gunshot Injuries of the Lungs (Ueber die 
Behandlung der Steckgeschosse in den Lungen). P. E. A. Nylander, 
Helsinki, Finland. Wien. med. Wchnschr. 93:135-38, 1943. 


Cardiac Arrhythmia in Bronchial Carcinoma. J. E. G. Pearson. Brit. J. 
Tuberc., 38:6-9, Jan. 1944. (In 66 cases of bronchial carcinoma, autopsy 
showed malignant invasion of the auricular muscle in 8 cases. Seven 
cases reported in which some irregularity in pulse rate or rhythm was 
found to be due to such involvement of the auricular muscle in all but 


one case.) 


Roentgen Rays in the Treatment of Carcinoma of the Bronchus. With 
an Analysis of 69 Cases Treated in the State of Wisconsin General Hos- 
pital from 1933 to 1943. Ernst A. Pohle and Evelyn L. Siris, Madison, 
Wis. J. Thoracic Surg., 13:67-83, April 1944. 


X-Ray Diagnosis of Bronchogenic Carcinoma. G. Newton Scatchard, 
Meyer Memorial Hospital, Buffalo, N. Y. New York State J. Med., 44: 
617-20, March 15, 1944. (Considers x-ray of definite value in the diag- 
nosis of early bronchogenic carcinoma; should be supplemented by 
bronchoscopy and exploratory thoracotomy when indicated.) 


A Study of Bronchiectasis at Station Hospital, Fort Belvoir, Virginia. T. 
Ewing Thompson, Jr. (Major, M.C., A.U.S.), Frank C. Cawley (Major, 
M.C., A.U.S.) and Alvin Seltzer (Capt., M.C., A.U.S.). M. Ann. District of 
Columbia, 13:93-97, March 1944. (Analysis of 33 cases.) 
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20. Mediastinum 


EXPLORATORY ANTERIOR MEDIASTINOTOMY IN 
THREE CASES OF MYASTHENIA GRAVIS 


P. B. HARDYMON and H. H. BrapsHAw 


Winston-Salem, N. C. 
Surg., Gynec. & Obst., 78:402-8, April 1944 


A review of the literature shows that of 132 cases of myasthenia 
gravis in which operative removal of the thymus has been done, 
about 50 per cent showed definite improvement. In 73 cases (55.5 
per cent), there was some pathological change in the thymus, eithe1 
enlargement or persistence of the gland or benign tumor. The 
author reports 3 cases in which operation was done; in 2 of these 
cases the thymus was approached by splitting the sternum, in the 
third case by removal of the right third rib and opening the ante- 
rior mediastinum along the right anterolateral margin. Only one 
of these patients showed no definite improvement. In this case. 
‘a well-developed”’ thymus gland was removed, and also an en- 
capsulated tumor lying at the level of the sixth costochondral junc 
tion on the right side. “he authors agree with other investigators 
that the true relation of the thymus to myasthenia gravis can be 
determined only by careful correlation of the clinical findings, the 
pathological changes in the thymus and results of operative re- 
moval of the thymus in a larger group of patients over a period 
of several years. 


SURGICAL APPROACH TO ‘TUMORS OF THE THYMUS 


O. THERON CLAGGETT and GrosvENoR T. Root 
Mavo Clinic, Rochester, Minn. 
Surg., Gynec. & Obst., 78:397-401, April 1944 


Since definite improvement and, in some cases, complete remis- 
sion of symptoms of myasthenia gravis have been brought about 
by thymectomy, the authors are of the opinion that surgical ex- 
ploration of the thymus should be done in all cases of this disease 


a Or 
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in which there is definite evidence of thymic enlargement. ‘There 
are three possible methods of surgical approach to the thymus: 
the anterior transcostal route (extrapleural); the posterolateral- 
transpleural and transcostal route; and the sternum-splitting ap- 
proach (extrapleural). ‘The anterior transcostal approach may be 
used for small thymic tumors situated high and anterior to the 
mediastinum, providing that extensive irradiation therapy has not 
been given. ‘The posterolateral approach is indicated when “max- 
imum surgical exposure’’ is desired, as in very large tumors or 
when extensive irradiation therapy has been given. ‘The sternum- 
splitting approach is indicated in most cases, as it gives the most 
direct access to the thymus. ‘The thymus is removed by blunt dis- 
section preferably, or by sharp dissection if necessary. In any of 
these operations sulfanilamide is placed in the wound prior to 
closure. Cyclopropane and oxygen through an intratracheal tube 
is the anesthetic of choice in operations on the thymus, whatever 
the route of approach. ‘The patient is kept in an oxygen tent for 
two or three days after operation. “Correct doses” of prostigmine 
and ephedrine are given, depending upon the severity of the myas- 
thenia gravis; and myasthenic reactions are watched for; a Drinker 
respirator should be available if severe respiratory depression 
develops. : 


THYMECTOMY FOR MYASTHENIA GRAVIS 
MaurIcE NELTEN 


St. Mary’s Hospital, London, England 
Brit. M. J., 2:778-79, Dec. 18, 1943 


In the author's case, the first symptom of myasthenia gravis 
developed at the age of 23 years after a severe cold; difficulty in 
swallowing and diplopia were the first symptoms noted; later the 
arms became weak, and finally the patient became “‘almost bed- 
ridden.” Improvement was noted when the patient was first given 
prostigmin, but later increasingly large doses of prostigmin were 
required to control the symptoms. A portion of the thymus gland 
was removed through the suprasternal notch; this resulted in slight 
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improvement followed by relapse. “Iwo months later the entire | 
‘thymus gland was removed by splitting the sternum. ‘The patient 
made a good postoperative recovery, but for the first six weeks 
required as much prostigmin as before; later the dosage of pros- 
tigmin was gradually reduced until, several months after opera- 
tion, the patient was well and strong without any prostigmin. 
Examination of the thymus showed hyperplasia of the lymphoid 
tissue with very little fat. Other cases of myasthenia gravis re- 
ported in literature have been treated by thymectomy, with good 
results in a considerable percentage, since Blalock first reported a 
case in 1939. ‘The operation in the author’s case was done by 
Dickson Wright in two stages; since then this surgeon has em- 
ployed a one-stage sternal splitting method. 


REFERENCES TO CURRENT ARTICLES 

Suppurative Mediastinitis Following Esophageal Dilatation; Report of a 
Case. Ralph Adams and Walter B. Hoover, Boston, Mass. Lahey Clin. 
Bull., 3:206-12, Jan. 1944. (Advocates prompt mediastinotomy if severe 
mediastinal pain develops after esophageal manipulation.) 

Mediastinal Lymphosarcoma; Report of a Case under Roentgen Therapy 
for More than Ten Years. E. B. Bilchick and A. W. Jacobs. New York 
State J. Med., 44:731-33, Apr. 1, 1944. (Operation was done because of 
dyspnea and weakness in spite of roentgen therapy; the patient died 
shortly after operation.) 


21. Heart 


FOREIGN BODIES IN AND ABOUT THE HEART 
Epwarp F. BLanp (Major, M.C., A.U.S.) 


Am. Heart J., 27:588-600, April 1944 


During the first six months of operation of the Sixth General 
Hospital, U. S. Army, in the North African theater, 8 patients 
were encountered suffering from penetrating chest wounds and re- 
tained metallic foreign bodies either in, or in close apposition to, 
the heart. Because of special interest, the clinical features and 
x-ray findings in 4 of these cases are described. These included 
one case with a bullet in the right side of the heart, one with 
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metallic foreign body in left side of the heart, one case of pneu- 
mopericardium with foreign body in the lung, and finally a case 
with multiple metallic foreign bodies in the heart and lung be- 
lieved due to shattering of a zipper by a bullet. 

The favorable course of these 4 patients, in spite of the tem- 
porary complication of pericarditis with effusion in two instances, 
together with a similar favorable outcome in the remaining 4 
patients, illustrates the well-known ability of the heart to with- 
stand physical injury and to tolerate even sizable slugs of metal 
within and adjacent to its walls. 5 figures. 


CONGENITAL PATENT DUCTUS ARTERIOSUS: AN 
EVALUATION OF ITS SURGICAL TREATMENT 
Grorce E. BurcH 


Tulane Univ. School of Medicine, New Orleans, La. 


M. Clin. North America, 388-402, March 1944 


In patent ductus arteriosus, the most typical physical sigu 1s 
a loud harsh murmur best heard over the region of the pulmonary 
valve; the second pulmonary sound heard with the murmur is 
loud and “snappy,” producing a “machine-like” effect; there is 
usually a systolic thrill. As the patient grows older, cardiac en- 
largement and cardiac failure develop; or, if bacterial infection of 
the ductus occurs, the clinical picture is that of bacterial endocar- 
ditis. ‘The author presents a review of the cases reported in which 
ligation of the patent ductus arteriosus has been done. ‘The aver- 
age surgical mortality in the series is 8.5 per cent, the mortality 
varying “considerably” according to the surgeon and his expe- 
rience. Poor results in ligation of the ductus arteriosus are at- 
tributed to failure to find the duct, ligation of the wrong blood 
vessel, a duct too short for ligation, associated cardiovascular ab- 
normalities, incomplete obliteration of the ductus, wound infec- 
tion or hemorrhage. 

On the basis of the results obtained, operation is recommended, 
especially in cases with superimposed endarteritis, provided the 
vegetations are confined to the ductus and it is of sufficient length 
to permit excision. These facts can often be determined only at 
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operation. Without operation, the mortality of patients with 
superimposed endarteritis is practically 100 per cent, while opera- 
tion has reduced this mortality to less than 50 per cent. The 
operation is also indicated if there is definite and progressive car- 
diac failure, and for those showing retardation of physical and 
mental development. 


| The statement in the original article that in cases of patent ductus 
with associated endarteritis “the prerequisites for successful operation are 
(a) that the vegetations be confined to the ductus and (b) that the ductus 
be of sufficient length to permit excision” is confusing. In the same 
paragraph the author speaks oi the operation as a “ligation.” It would 
seem that actual excision in the presence of endarteritis might be danger 
ous. Double ligation as performed by Touroff would seem preferable. 
Ep. | 


LIGATION OF PATENT DUCTUS ARTERIOSUS WITH 
REPORT OF EIGHT CASES 
D. E. Ross 


From the Surgical Department of the Children’s Memorial Hospital, the Royal Victoria 


Hospital and McGill University, Montreal 


McGill M.J., 12:211-21, Oct. 1943 


Gross and Hubbard were the first to record a case of success- 
ful ligation of a patent ductus arteriosus, in 1939. “They used a 
transpleural approach in a case where there was lesion other than 
the patency of the ductus. In January, 1940, ‘Touroff and Vesell, 
using the same technic, ligated a patent ductus in a patient with 
bacterial endarteritis. ‘“Uhis patient recovered and has remained 
well. In this manner 8 cases were operated upon at the Children’s 
Memorial Hospital and Royal Victoria Hospital. ‘hese children 
ranged from 5 to |7 years of age. Four showed minor enlargement 
of the left heart and a prominent pulmonary conus, together with 
typical heart findings on auscultation, high pulse pressure and 
undernourishment, and no history of cyanosis. An incision was 
made between the third and fourth ribs from the costochondral 
junction to the posterior axillary line on the left side. The third 
and fourth ribs were split at either end of the incision and re- 
tracted. If this did not give adequate exposure, the second rib 
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was treated in a similar manner. It was never found necessary to 
resect any ribs. Previous to operation, an artificial pneumothorax 
was established and operation deferred until a 75 to 80 per cent 
collapse was carried out without any difficulty. “Che chest wound 
was completely closed at the conclusion of the ligation with no 
drainage instituted. Intra-tracheal cyclopropane was used as an 
anesthetic in all cases. “There were no deaths. Since operation 
the patients have gained weight steadily, pulse pressures have re- 
mained within normal limits, the heart has decreased in size and 
the pulmonary bulge has become less marked. ‘There has been 
no recurrence of adventitious heart sounds. Four cases in which 
patency of the ductus was associated with various complications 
are reported in detail. In 2 of these no alternative but ligation 
seemed possible, and the results were extremely gratifying. In 
the second case, a prominent pulmonary conus and enlarged heart, 
together with fatigue and undernourishment, was sufficient indi- 
cation for operation. In the third case, ligation seemed justifiable 
in view of the difficulty in determining how much the patency 
was responsible for some of the symptoms and considering the 
comparatively small risk of operation. 

In individuals who have passed 4 years of age with no symp- 
toms other than the typical heart murmur and high pulse pressure, 
and who can be kept under constant observation, there may be 
some room for doubt as to the advisability of the operation. It is, 
however, impossible to determine the number of patients in whom 
complications will develop. In the presence of complications, 
medicinal treatment is ineffective, and operation should be seri- 
ously considered in every case where the patency is present after 
4 years of age, irrespective of whether there are associated symp- 
toms or not, and providing that there is no definite contraindica- 
tion. 6 references. 6 figures. 


REFERENCES ‘TO CURRENT ARTICLES 
Some Remarks on the Surgery of Patent Ductus Arteriosus. Paul W. Ge- 


bauer (Major, M.C., U.S.A.). Australian & New Zealand J. Surg., 13: 
75-81, Oct. 1943. (A review of the subject; no new case reported.) 


Stab Wounds of the Heart and Pericardium. Hugh Linder and Henry 
Hodo, Hillman Hospital, Birmingham, Ala. South. M. J., 37:261-66, 
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May 1944. (Reports 28 cases of stab wounds of the heart and _ peri- 
cardium, operated on by sixteen different surgeons, mortality 43 per cent. 
No deaths in the last 9 cases. Follow-up studies made on 9 cases.) 


Patent Ductus Arteriosus. M. J. Shapiro, Children’s Heart Hospital, Min- 
neapolis, Minn. Journal-Lancet, 64:137-39, May 1944. (A general dis- 
cussion with special reference to diagnosis, indications for and results of 
surgery; results of operation in 19 cases briefly reported; 61 cases under 
observation not yet referred for operation.) 


22. Esophagus 


REFERENCES TO CURRENT ARTICLES 

Corrosive Stricture of the Esophagus, with Function Restored by Combin- 
ing Surgical and Endoscopic Treatment. Ralph Adams and Walter B. 
Hoover, Boston, Mass. Lahey Clin. Bull., 3:250-55, April 1944. (Case 
report.) 

Supervoltage Roentgen Therapy of Esophageal Carcinoma. Franz Buschke 
and Simeon T. Cantril, Seattle, Wash. Radiology, 42:480-92, May 1944. 

Is Obliteration of Esophageal Varices Possible? (Ist die Verédung von 
Oecesophagusvaricen mdéglich? R. Friedrich. Zentralbl. f. Chir., 70: 
1217-19, 1943. 

Congenital Atresia of the Esophagus with Tracheo-Esophageal Fistulae. 
Transpleural Operative Approach. Albert O. Singleton and Maynard 
D. Knight. From the Department of Surgery, University of Texas School 
of Medicine, Galveston, Texas. Ann. Surg., 119:556-72, April 1944. 


23. Breast 


VALUE OF SURGERY AND X-RAY TREATMENTS IN 
CARCINOMA OF THE BREAST 
Roswe.i |. Perri 


Ottawa, Ill. 
Illinois M. J., 85:244-47, May 1944 


It has been shown that a five-year survival may be expected 
in 12 per cent of untreated cases of cancer of the breast. Proper 
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surgical treatment has raised this survival rate from 12 per cent to 
35 per cent. Surgical therapy, operability, depends upon the 
stage of the disease, especially the presence or absence of axillary 
involvement. ‘These and many other figures prove conclusively 
that surgery is indicated and necessary in every case of cancer of 
the breast unless the disease is too far advanced (inoperable) or the 
general condition of the patient (age, blood pressure, kidney, 
heart) precludes a radical mastectomy. ‘The results of preopera- 
tive irradiation followed by radical amputation are better than 
surgery alone, but not markedly so, and the good done by the pre- 
operative irradiation is believed by some to be more than over- 
come by the loss of time. Postoperative irradiation following 
radical mastectomy has shown much better results, especially in 
cases with axillary involvement. Patients who come to the sur- 
geon before the axilla is involved have an excellent chance 
of recovery, and in those cases with axillary involvement post- 
operative irradiation is of great value. Nor should cases without 
demonstrable axillary involvement be denied the benefit of post- 
operative irradiation. 

The author emphasizes the need for standardizing x-ray technic. 
The five-year survival in a group of 193 cases treated by the author 
was attained in 58.3 per cent of cases. ‘This series included all 
cases treated between 1928 and 1937. ‘The treatment factors were 
as follows: distance, 50 centimecers; voltage, 200 KVP; filter, 2 
m.m. copper. Dosage 200 R. (in air) per day for ten days over 
one large field 20x20 cm. over the breast area including the axilla 
and supraclavicular space from in front and a similar field over the 
axilla and scapula including the suprascapular area from behind 
directed forward. In many cases radium at a distance of 3 cm. 
in a wooden block for a total of 2,000 to 3,000 mg. hours was also 
used. More recently, in cases with demonstrable axillary nodes 
supervoltage x-ray therapy (at 400,000 volts) has displaced the 
usual so-called deep therapy at 200,000 voits. ‘These doses pro- 
duce a very decided reaction in the axilla, with redness, desquama- 
tion and usually blistering. Cross-section and depth dose cal- 
culations are usually made and the tumor dose is estimated. 5 
references. 3 tables. 
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ROLE OF ROENTGEN THERAPY IN TREATMENT OF 
CARCINOMA OF THE BREAST 


FRANK J. RiGos 


Tacoma, Wash. 


Northwest Med., 43:105-106, April 1944 


At the present time, the best treatment of carcinoma of the 
breast is competent and complete surgery. Irradiation is of value 
in a supplementary manner and is chiefly a means of control rather 
than of eradicating the disease completely. Briefly, there are five 
general methods of treating carcinoma of the breast by irradia- 
tion: first and most common, postoperative irradiation; second, 
palliative; third, preoperative; fourth, sterilization; fifth and 
least common, irradiation alone for surgically curable breast car- 
cinoma. 

Postoperative irradiation is indicated in all cases of axillary 
involvement, fixation to the chest wall, multiple malignant nod- 
ules in the breast, extensive involvement of the skin or any com- 
bination of the above. It is also indicated in all patients receiv- 
ing incomplete or inadequate surgery because of age, health or 
any other reason. It is not indicated in cases in which a local 
lesion has been completely removed by surgery. Adequate post- 
operative irradiation will increase the five-year-survival rate from 
5 to 10 per cent. Palliative irradiation is indicated in patients 
not suited for surgery, with extension beyond the axillary glands, 
with recurrent lesions and with metastases causing pain. It 
will increase five-year survivals from 5 to 10 per cent. Pre- 
operative irradiation is debatable at the present time. It is be- 
lieved by some advocates that it will cause clinical disappearance 
of the primary lesion in from one-third to one-half of the patients 
and in 15 to 20 per cent of the axillary nodes. It may transform 
an inoperable to an operable case. It is not indicated in sur- 
gically curable primary breast lesions and probably not in the 
great majority of surgically curable patients. Sterilization is 
open to much discussion and should not be used as a routine 
measure in women still in active menstrual life. In carcinoma 
during pregnancy or lactation it may be recommended, as this 
group gives the lowest percentage of cures. Other groups are bi- 
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lateral breast carcinoma simultaneously, bilateral breast carcinoma 
nonsimultaneously, and carcinoma of the breast with an additional 
independent carcinoma elsewhere. Irradiation of the surgically 
curable breast carcinoma as a sole measure has been advocated by 
a few radiologists. Inaccuracy of diagnosis, lack of proper control, 
discarding of known surgical procedures and numerous other 
factors all add up to discredit this method, and at the present time 
it is not a method of choice. ‘The best results in the treatment of 
carcinoma of the breast are obtained only by the use of established 
surgical methods, plus irradiation. 11 references. 


REFERENCES TO CURRENT ARTICLES 


Chronic Cystic Mastitis with Particular Reference to Classification. War- 
ren H. Cole and Lewis J. Rossiter, Chicago, Ill. From the Department 
of Surgery, University of Illinois College of Medicine, Chicago, IIl. 
Ann. Surg., 119:573-90, April 1944. - (Classification of chronic mastitis 
into four groups: (1) Adenofibrosis; (2) benign parenchymatous hyper- 
plasia; (3) precancerous hyperplasia; and (4) cystic disease). 


Mammary Cancer and the Menopause. E. K. Dawson, Royal College ol 
Physicians, Edinburgh, Scotland. Edinburgh M. J., 50:721-36, Dec. 1943. 
(Discusses the age incidence of mammary carcinoma in relation to the 
hormonal changes of the menopause. Notes the difhculties of pathologi- 
cal diagnosis in some cases and its importance for adequate surgical 
treatment.) 


Bilateral Oophorectomy with Radical Operation for Cancer of the Breast. 
J. Shelton Horsley, Richmond, Va. Surgery, 15:590-601, April 1944. 


(25 cases.) 


Breast Tumors and Clinical Differentiation. George Kunz, Jr., Tacoma, 
Wash. Northwest Med., 43:101-4, April 1944. 


The Anatomical Pathways for the Metastatic Spread of Cancer of the 
Breast. E. Lachman, University of Oklahoma School of Medicine, Okla 
homa City, Okla. J. Oklahoma M. A., 37:153-56, April 1944. 


Periglandular Fascia and Cancer of the Breast (Fascia periganglionar y 
cancer de la mama). <A. F. San Martin, B. N. Calcagno et al. Bol. 


Acad. argent., cir., 27:943-50, Oct. 1943. 


Surgery of Breast Tumors. Cyril B. Ritchie, Tacoma, Wash. Northwest 
Med., 43:106-7, April 1944. 
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24. Diaphragm 


REFERENCES TO CURRENT ARTICLES 
Diaphragmatic Hernia in Infancy. Report of a Successfully Operated 
Case. J. G. Probstein and J. Diamond, St. Louis, Mo. From the De- 
partment of Surgery, Jewish Hospital, Washington University School of 
Medicine, and the Department of Pediatrics, St. Louis University School 
of Medicine. J. Missouri M.A., 41:95-97, May 1944. 


Tumours of the Diaphragm, with Report of a Diaphragmatic Cyst. 
Kenneth Robson and J. Leigh Collis. Brit. J. Tuberc., 38:3-6, Jan. 1944. 
(Review of the literature shows 21 cases of tumor of the diaphragm re- 
ported, including the authors’ case). 


25. Abdominal Surgery 


INT RA-ABDOMINAL APOPLEXY 


ALBERT I. HAUGEN 


Ames, lowa 


J. lowa M. Soc., 34:198-200, May 1944 


An analysis is made of the 25 recorded cases of intra-abdominal 
apoplexy with regard to its etiology, clinical picture, diagnosis, 
and treatment. Stress is placed on the importance of the early 
recognition of hemorrhage as the cause of the patient’s collapse, 
and on the necessity of prompt and adequate replacement therapy 
with blood and plasma during and after attempts to secure sur- 
gical hemostasis. A case is described in detail with a mistaken 
diagnosis of appendicitis while in the simple hematoma stage. 
The patient, after a relatively silent interval of four days, devel- 
oped recurrent episodes of collapse due to free intraperitoneal 
bleeding which proved fatal on the fifth day. In cases in which 
this condition is suspected, the bleeding point can usually be 
found at operation and the vessel can be ligated. If several 
hemorrhages have occurred with development of massive hema- 
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toma, the patient is usually in a poor condition for operation, 
and it may be impossible to locate the bleeding point. Eight 
such cases went on to recovery, nevertheless. ‘The immediate 
indication in these cases is obviously to reestablish an effective 
circulating blood volume, first to the point of operability by means 
of intravenous serum or plasma, and then, after opening the ab- 
domen, to salvage the large quantity of blood found there and, 
after careful filtration, to reinfuse it into the patient’s veins. The 
technic used by Griswold and Ortner is recommended. The 
amount infused must be sufficient to overcome the amount lost. 
The patient must be kept quiet and comfortable. Catharsis 
should be avoided as well as enemas, food, and rough palpation. 
22 references. 


PENETRATING WOUNDS OF THE ABDOMEN 
M. M. ZINNINGER 


Univ. of Cincinnati College of Medicine, Cincinnati, Ohio 
J.A.M.A., 124:491-94, Feb. 19, 1944 


In penetrating wounds of the abdomen, shock should be 
treated first; as the most important cause of shock in this type of 
wound is hemorrhage, transfusion of blood is the treatment of 
choice. Plasma may be used if shock is severe until compatible 
blood can be obtained. In cases of gunshot wounds, fluoroscopic 
examination before operation will show the position of any re- 
tained bullet or bullet fragments, indicating what intra-abdominal 
structures have been traversed by the bullet. For anesthesia the 
author prefers cyclopropane or ether, or a combination of the two. 
Rapid induction of anesthesia with cyclopropane reduces the 
danger of vomiting during induction, which is apt to occur as 
many patients have food in the stomach when brought to the hos- 
pital. Attempts to empty the stomach by gastric lavage before 
operation in these cases have proved “wholly unsatisfactory.” 

If there are definite signs of peritoneal irritation or if intra- 
abdominal viscera are protruding, penetration of the peritoneal 
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cavity is definitely established; in other cases an exploratory laparot- 
omy may be preferable to exploring the wound locally. If the 
wound is large and tissues lacerated, débridement should be done 
and the wound extended to permit access to the peritoneal cavity. 
If the wound is small, it should either be “disregarded” or locally 
debrided, and the laparotomy incision made as for other explora- 
tory laparotomies. ‘The first step in the operation is to find the 
bleeding point or points and stop the bleeding when hemorrhage 
is severe. In cases where bleeding is less, control of any “‘spilling”’ 
of the gastrointestinal contents is more important. A complete 
and thorough examination of the entire gastrointestinal tract and 
of the other abdominal organs should be made. ‘The exact pro- 
cedure to be followed depends upon the conditions found. The 
“toilet” of the peritoneal cavity should then be completed, remov- 
ing any foreign bodies, aspirating liquid contents escaped from 
the stomach or bowel and any fecal matter escaped from the lower 
bowel; as a rule, irrigation is not done. Drainage is not generally 
used, unless it is necessary to control bleeding or the pancreas has 
been injured. Sulfanilamide is dusted into the peritoneal cavity 
before closing the abdomen, using from 5 to 8 or 10 gm. Silver 
steel wire sutures are used in closing the wound. After opera 
tion, continuous gastric suction is employed. 

During the past fifteen months, 46 cases of penetrating wounds 
of the abdomen have been treated at the Cincinnati General Hos- 
pital by the method described; there were 5 deaths, a mortality 
of a little less than || per cent; 2 of the deaths occurred in pa- 
tients with gunshot wounds of the vena cava, and 2 in patients 
with combined abdominal and thoracic injuries. ‘The author at- 
tributes the low mortality in this series, as compared with earlier 
cases of abdominal wounds in the hospital, to improvements in 
anesthesia, the use of adequate amounts of blood and plasma, the 
use of continuous gastric suction postoperatively and the use of 
the sulfonamide drugs. 

REFERENCES TO CURRENT ARTICLES 
Metastasis to the Bone as the First Symptom of Cancer of the Gastroin- 
testinal Tract. Report of Three Cases. E. J. Bertin, Misericordia Hos- 
pital, Philadelphia, Pa. Am. J. Roentgenol., 51:614-22, May 1944 
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A Study of Penetrating Gunshot Injuries of the Abdomen (Algunas con- 
sideraciones sobre las heridas penetrantes de vientre por arma de fuego). 
C. L. de Pena. Cir. cirujan., Mex., 11:489-508, Sept. 1943. 


Recurring Retroperitoneal Fibromyosarcoma. Claude F. Dixon and James 
L. Vadheim, Mayo Clinic, Rochester, Minn. Minnesota Med., 27:203, 
March 1944. (Report of case; recurrence eight years after removal of 
primary tumor, also successfully removed.) 


Parenteral Fluids and Food in Gastrointestinal Diseases. Robert Elman, 
Washington Univ. School of Medicine, St. Louis, Mo. Bull. New York 
\cad. Med., 20:220-36, April 1944. (Discusses the requirements for 
water, electrolytes and proteins, and caloric requirements, also the use 
of amino acids as parenteral protein food, in various operations on the 
gastrointestinal tract.) 


Acute Nonspecific Mesenteric Adenitis. W. E. King, Laird Memorial Hos- 
pital, Montgomery, W. Va. Am. J. Surg., 64:92-94, April 1944. (Re- 
ports 84 cases operated on with no deaths. As symptoms resemble those 
of appendicitis, laparotomy is indicated.) 


Postoperative Care in Abdominal Surgery. Clifford’L. Kline, Racine, Wisc. 
Wisconsin M. J., 43:404-408, April 1944. 


Some Comments on Roentgen Diagnosis of Disease of the Gastrointestinal 
Tract. J. Stauffer Lehman, Philadelphia, Pa. Rev. Gastroenterol., 
11:106-108, March-April 1944. 


\n Improved Method for Abdominal Paracentesis. S. Levit (Lieut. (j.g.), 
M.C., U.S.N.R.). U.S. Nav. M. Bull., 42:534, March 1944. (Brief de- 
scription of method employing a flexible rubber catheter threaded 
through the cannula.) 


\ Peritoneoscope. Gerald Owens, St. Bernard’s Hospital, Southall, Eng- 
land. Brit. M. J., 1:257, Feb. 19, 1944. (Describes an instrument that 
is “simpler and cheaper” than the Ruddock instrument.) 


26. Abdominal Wall 


REFERENCES TO CURRENT ARTICLES 
Desmoid Tumor. David B. Judd and James C. Masson, Mayo Clinic, 
Rochester, Minn. Minnesota Med., 27:279-80, April 1944. (Report of 
case of desmoid tumor arising from right rectus muscle, weighing 2,550 
gm., the largest tumor of this type seen at the Mayo Clinic.) 
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27. Hernia 
REFERENCES TO CURRENT ARTICLES 

Appendix Incarcerated in a Femoral Hernia; Case Report. Charles Stan- 
ley Knapp and Ludovic Vincent Claps, Greenwich Hospital, Greenwich, 
Conn. Am. J. Surg., 64:139-40, April 1944. 

Changing Concepts of Inguinal Hernia. Herbert E. Stein, Hospital for 
Joint Diseases, New York, N. Y. Am. J. Surg., 64:88-91, April 1944. 
(General discussion with special reference to technic of operation and 
suture material.) 


28. Peritoneum 


REFERENCES TO CURRENT ARTICLES 
Contribution to the Treatment of Traumatic Peritonitis. Rohdan Hejduk 
(Major, M.C., Czechoslovak Army in Great Britain). Mil. Surgeon, 
94:250-54, May 1944. (Advocates lavage with saline solution under pres- 
sure, using from 30 to 50 liters of the solution in generalized peritonitis, 


combined with administration of a sulfonamide or penicillin.) 


Che Diagnostic Value of Pneumoperitoneum. J. R. Maxfield, Jr. and Al- 
bert J. McIlwain, Dallas, Texas. Radiology, 42:346-55, April 1944. 


29. Stomach and Duodenum 


GASTRIC AND DUODENAL ULCER. 
SURGICAL MANAGEMENT 


ARTHUR W. ALLEN 


Boston, Mass. 
Kentucky M.J., 42:80-87, March 1944 


Complications occur requiring surgical intervention in ap- 
proximately 20 per cent of duodenal ulcer victims. ‘The most 
evident of these is acute perforation and the best method of treat- 
ment is early closure of the perforation. When closure could be 
completed within three hours of perforation, the mortality rate 
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in the Massachusetts General Hospital was about 5 per cent; be- 
tween the third and sixth ‘hours, the mortality rate rose to 18 per 
cent. In nearly all patients who survived the twelfth hour, it was 
found that the perforation had spontaneously sealed itself. If 
operation cannot be undertaken until twelve hours have elapsed, 
conservative measures should be considered, such as Wangensteen 
suction, intravenous fluids and regularly repeated small doses of 
morphia. Spinal anesthesia is usually preferred in this emer- 
gency. The operation should consist of aspirating the contaminat- 
ing fluids escaped from the viscus, with special emphasis on that 
invariably found between the liver and diaphragm. ‘The per- 
foration is closed by securing a tab of omentum over the opening 
as advocated by Roscoe Graham. ‘The abdomen should be closed 
without drainage. Concomitant gastroenterostomy is not indi- 
cated. If closure is impossible, which is rare, resection at the acute 
stage is justifiable. Sulfadiazine, grams 5, should be given in- 
travenously in 1,500 cc. of normal salt solution . This should be 
started while preparations for operation are under way. Adequate 
levels can be maintained daily thereafter. ‘This is safer and more 
effective than intraperitoneal sulfonamide, which may cause liver 
damage. Continued Wangensteen suction should be maintained 
for three days or longer if there is evidence of inflammatory ob- 
struction at the pylorus, or abnormal peristalsis. Fluids, plasma, 
amino acids and blood given intravenously will maintain the pa- 
tient adequately until a soft diet can be safely given. Nine pa- 
tients were re-admitted with another perforation, and all survived 
the second closure. A considerable number came to radical sur- 
gery for persistent symptoms or stenosis with obstruction. ‘The 
majority were able to carry on without further surgery. In mas- 
sive hemorrhage, conservative treatment is indicated during 
the acute episode in patients under 45 years of age. Early sur- 
gical intervention should be considered in patients older than 45 
years, and should be done within three days of onset of hemor- 
rhage. In a large percentage of patients, surgical cure can then 
be accomplished at an elected time. Patients with stenosing 
ulcer should be treated by radical partial gastrectomy. Adequate 
resection for duodenal ulcer, when any operation is done except in 
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acute perforation, will produce the lowest incidence of jejunal 
ulcer. The operation most likely to succeed is one that eliminates 
all of the antral mucosa. The resection should include the distal 
two-thirds of the stomach, the pylorus, and first portion of the 
duodenum. The lesser curvature should be sectioned high. The 
author describes the technic of this operation and that of an 
exclusion procedure when adequate closure of the duodenum 
is uncertain. Under no circumstances must one be content with 
the exclusion operation as finally advocated by Finsterer. Con- 
tinuity between the remaining stomach segment and the jejunum 
is usually carried out as a short loop posterior Hofmeister-Polya 
anastomosis. ‘The anti-colic anastomosis has given less satisfac- 
tory results in the author’s hands. For more than a year, he has 
routinely used a No. 16 catheter introduced through the distal 
limb of the jejunum and threaded back through the anastomosis, 
by the aid of a lubricated stilet, into the stomach segment. This 
is brought out through a tiny stab wound and eliminates the ne- 
cessity for the postoperative use of the Levine tube. 

The results of medical treatment of gastric ulcer are not as 
good as those for duodenal ulcer, but the results of resection for 
gastric ulcer are better than for duodenal ulcer. ‘The author rec- 
ommends immediate radical surgery in gastric ulcer if: 

1. Ulcer symptoms are of short duration and the patient over 
50 years of age. 

2. The ulcer is over 2.5 cms. in diameter. 

3. There is no free hydrochloric acid in the stomach analysis. 

4. The ulcer is in the prepyloric region or the greater curva- 
ture. 

5. The ulcer is chronic and on the lesser curvature. 

Hospital observation and treatment for one month is indi 
cated if: ° 

1. The ulcer is acute and in a young patient. 

2. The ulcer is | cm. or less in diameter. 

3. The ulcer is on the lesser curvature or anterior or pos- 
terior wall of the stomach. 

4. Healing is not complete in one month; surgery should be 


undertaken. 














QUARTERLY REVIEW OF SURGER) 507 





5. Healing is apparently complete in one month; the patient 
must be observed at frequent intervals. 

The differential diagnosis between benign and malignant ulcer 
of the stomach is possible in at least 10 per cent of these patients. 
Che cure-rate of cancer of the stomach can be improved by fol- 
lowing the rules for operation listed above. ‘The results of radi- 
cal surgery for gastric ulcer are excellent, and the operative mor- 
tality is low. 

{Not all authors would agree that conservative management of perfo- 
rated ulcers over twelve hours old is the treatment of choice.—Ep. ] 


JEJUNOSTOMY FOR DECOMPRESSION OF THE 
POSTOPERATIVE STOMACH 


ArTHUR W. ALLEN and GorDON DONALDSON 


Boston, Mass. 


Surgery, 15:565-68, April 1944 


A few years ago, the authors published a report of a simple 
method of using a jejunostomy tube for feeding when faced with 
a malfunctioning stoma. ‘This technic has been used extensively 
in the past few years and the tube has often been placed in the 
jejunum at the time of the original operation. No serious com- 
plications have been encountered. 

After anastomosis is completed, a site 6 to 8 inches on the 
efferent loop of the jejunum is selected. A purse-string suture 
of O plain catgut is placed, through which the gut is perforated. 
A No. 16 French double-eyed Bardex catheter threaded on a lubri- 
cated stilet is then guided through the anastomosis to the center 
of the stomach remnant and the stilet withdrawn. The suture is 
tied, and then the wall of the catheter is fixed at this point by the 
same suture, care being taken not to penetrate the lumen. A 
second purse-string suture of double O chromic catgut is then 
placed around the tube. A tiny stab wound is made in the left 
anterior axillary line well away from the laparotomy wound. A 
hemostat is passed through the stab wound, then through a con- 
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venient tab of omentum, and the catheter is held firmly against 
the abdominal wall. It is fixed with a carefully placed silk suture 
to the skin. It is important not to penetrate the catheter at this 
point and not to obstruct its lumen by tying the suture too tightly. 
If it is desirable to prepare for jejunostomy feedings, the second 
tube is placed about 4 inches below the first by a technic pre- 
viously described (Surgery 9:163, 1941). A second tiny stab 
wound is made 2 inches below the first one to allow the feeding 
jejunostomy to be dressed separately from the drainage tube. 
The authors have used this technic with the elimination of the 
inlying nasal tube following total gastrectomy for cancer with 
equal satisfaction. 7 references. 

[Failure of the gastro-jejunostomy stoma to function is almost entirely 
due to faulty technique in fashioning the anastomosis. Since we have 
adopted special pains to avoid kinking of the efferent loops and reduced the 
amount of tissue involved, this distressing complication has been practically 
eliminated from our postoperative complications. Discussion of this prob- 
lem with Dr. Wangensteen and others whose experience is extensive indi- 
cates that they have arrived at the same conclusion. It does appear that 
the effort should be directed to prevent this complication rather than to 
attempt to treat it by routine jejunostomy. Drs. Allen and Donaldson do 


have one point to make—that use of the jejunostomy tube eliminates the 
indwelling nasal catheter.—Ep. | 


TRANSTHORACIC RESECTION OF THE CARDIA OF 
THE STOMACH 


O. T. Ciacetr and G. T. Root 


Mayo Foundation 


Proc. Staff Meet. Mayo Clinic, 19:187-91, April 5, 1944 


The senior author has attempted this operation 14 times. In 
8 instances gastric resection was performed with one death occur- 
ring a few days after operation. ‘This patient had a toxic adenoma 
of the thyroid, and thyroid crisis developed which resisted treat- 
ment. Seven of the patients had adenocarcinoma of the stomach 
and one patient had a leiomyoma which permitted local excision 
of the lesion. A case is reported in detail in a woman of 21 years 
of age, and in this case the thorax was closed without drainage with 
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no untoward effects. It would seem that after this operative pro- 
cedure, just as after pneumonectomy, if no gross contamination 
has occurred, it often is safer to close the thorax without drainage 
than to run the risk of introducing infection into the pleural 
cavity through an intercostal drainage tube which might be left 
in place for four or five days. ‘The authors emphasize the ever- 
present possibility of extensive malignant lesions in young people, 
as illustrated by this case of adenocarcinoma. 


THE EFFECTS OF RESECTION ON THE ACIDITY OF 
ULCER STOMACHS (Ueber die Sdureverhaltnisse in Gesch- 
wiirsmagen und ihre Beeinflussung durch die Resektion) 


Victor HOFFMANN 


\us der Chirurgischen Klinik in Antoniushopital, Kéln 


Arch. f. Klin. Chir., 205:76-92, 1943 


The author presents a review of the surgical treatment of 
gastric ulcer. Limited resection is usually advocated, but this is 
chiefly owing to lack of reliable follow-up studies and of convincing 
evidence in the literature as to satisfactory results of extensive 
resection. For this reason, the author believed it would be of 

value to study the acidity before and at different intervals after 
resection. In all cases of gastric ulcer and duodenal ulcer ad- 
mitted since September, 1939, acidity was therefore determined 
on admission and eighteen days after discharge. Further records 
of the HCl secretion of the stomach were made after three 
months, one year, and up to three and one-half and four years 
after discharge. ‘The fractional aspiration method was used in 
most cases with the alcohol test drink and, more recently, the 
histamine test. He concludes that the secretory function of the 
stomach is not directly affected by diminution of the mucosal 
surface. Secretion may persist undisturbed in spite of operation, 
or even be increased. ‘The acidity is indirectly affected. ‘The 
level of the preoperative acidity curves (normacidity) and the in- 
terval elapsing since resection is often the determining factor in 


reduced acidity. The latter is evidently induced via the vegeta- 
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tive nervous system. Depressed motility per se will not suffice. 
Acid formation persists after resection of one-third of the stomach 
in some Cases, ceasing at once in some cases, after a short period in 
others, and gradually within the course of years in still others. 

The author concludes that suppression of acidity as an object 
in causal or symptomatic treatment of duodenal or gastric ulcer 
is not justifiable. It is necessary to make a more careful study of 
how and to what degree extensive resection affects acid produc- 
tion in the course of time. The pyloric glandular area or re- 
tained rests present no danger. In recurrent ulcer, the acid 
curves are usually positive, but are per se no sign of disease. In 
one-third of the cases free from symptoms three and one-half to 
four years, the test for free hydrochloric acid was positive up to 
20 even after ten years. Jejunal ulcer occurred in less than 2 per 
cent. More than 90 per cent with hyperacidity experienced no 
recurrence. ‘Therefore hyperacidity persisting after operation 
for ulcer cannot be regarded as a danger sign. 3 tables. 10 
figures. 

| Many authors, but not all, are in agreement with the conclusions of 
the author, namely, that resection of large portions of the stomach does not 
reduce the acidity. ‘The hyperacidity following operation usually occurs 
in patients who had hyperacidity before operation, thus the condition may 
not be relieved by removing extensive areas of the gastric wall. Study of 
acidity is difficult because it is dependent on so many factors and only alter 
investigation of a large series of cases under more or less basal conditions 


can any definite conclusion be reached.—Eb. | 


TREATMENT AND PROGNOSIS OF GASTROJEJUNO- 
COLIC FISTULA (Ueber Behandlung und Prognose der Magen- 
Jejunum-Colon-Fisteln) 


GERHARD ROTHE 


Aus der Chirurgischen Universitatsklinik Halle 


Arch. f. klin. Chir., 205:93-100, 1943 


According to Mayo, 11 per cent of patients undergoing 
gastroenterostomy develop jejunal ulcer, and of these 11 per cent 
develop gastrojejunocolic fistula. The present writer bases his 
article on a study of 16 cases and advocates radical operation fol- 
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lowing preliminary treatment of the fistula by cecostomy or 
colostomy with simultaneous administration of insulin and vita- 
mins. ‘The type of operation is not the only factor influencing 
mortality. “he mortality rate was about 45 per cent following 
radical treatment, and 35 per cent following conservative treat- 
ment. ‘The general condition of the patient is of great impor- 
tance. ‘The danger of peritonitis increases with the extent of the 
operation. ‘Three of the 7 patients treated by radical operation 
died of peritonitis. ‘There is danger of rupture of sutures in an 
inflammatory infiltrated colon with resulting peritonitis. It may 
be wise, as advocated by Finsterer, to refrain from suturing the 
colonic fistula and to resect in one or two stages. With a lesser 
intervention there would be danger not only of recurrence but of 
hemorrhage from unresected ulcer after the operation. One death 
occurred from this cause in the present series. Gastrojejunocolic 
fistula not treated surgically is rapidly fatal. Radical operation will 
not prevent recurrence and conservative operation is not neces- 
sarily followed by recurrence. In the author’s opinion, Fin- 
sterer’s operation is preferable. It should be followed by admin- 
istration of vitamins B,, A and C, liver and insulin and, when 
necessary, transfusions and cardiotonics. It is possible in some 
cases to influence the inflammatory process in the fistular region 
by cecostomy or colostomy. By preventing infected colonic mat- 
ter from entering the stomach, one may obtain improvement of 
gastritis and retrogression of the inflammatory tumor. This will 
not only aid in improving the general condition of the patient but 
the surgical status as well. Every effort should be made to get 
the patient into a condition rendering radical operation possible. 


THE OUTLOOK ON CARCINOMA OF THE STOMACH 


M. JORDAN ‘THORSTAD 


Harper Hospital, Detroit, Mich. 
\m. J. Surg., 64:242-47, May 1944 


During the fifteen-year period 1928 to 1942, 454 patients with 
carcinoma of the stomach were admitted to Harper Hospital, 
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Detroit. Of these, 192 patients, or 42.3 per cent, were considered 
to be clinically inoperable; 26.5 per cent of these patients died in 
the hospital. Some form of operation was done in 262 patients, 
or 57 per cent; but in 111 of these only an exploratory operation 
was done, which showed the growth to be inoperable. Four 
jejunostomies, 3 excisions of ulcers and 7 gastrotomies were done. 
Gastroenterostomy was performed in 49 patients, or 10.8 per 
cent of the entire series; the operative mortality was 39 per cent. 
Gastrectomy was done in 88 cases, or 19.4 per cent of the series; 
the mortality rate in this operation was “extremely high’ —64.7 
per cent. ‘There was a steady, slow increase in the number of 
gastrectomies, and in 1941 and 1942 the 20 gastrectomies done 
showed a mortality of 29 per cent. At the Detroit Receiving Hos- 
pital, 516 patients with carcinoma of the stomach were admitted 
in the same fifteen-year period. ‘here were only 121, or 23.4 per 
cent of these patients, submitted to operation; in 51 of these the 
lesion proved inoperable. Gastroenterostomy was done in 19 
cases, or 3.7 per cent of the entire series, with an operative mor- 
tality of 52.7 per cent. Gastrectomy was done in 51 cases, or 9.8 
per cent of the series, with a mortality rate of 57 per cent. 
Combining the 207 cases from the two hospitals in which 
either gastroenterostomy or gastrectomy was performed, an analy- 
sis of the symptoms present on admission shows pain in 158 cases, 
weight loss in 152 cases, vomiting in 113 cases, fullness in 83 
cases, and palpable mass in 17 cases. ‘These patients, therefore, 
showed “the late symptom complex” of gastric carcinoma. ‘The 
duration of symptoms was seven months in the gastroenterostomy 
cases and six months in the gastrectomy cases at Harper Hospital; 
4.8 months in the gastroenterostomy cases and 5.3 months in the 
gastrectomy cases at the Detroit Receiving Hospital. ‘This series 
shows no marked annual increase in the admissions for cancer of 
the stomach at either hospital. The author finds no evidence of a 
marked improvement in either diagnosis or treatment of early 


carcinoma of the stomach in the fifteen-year period studied. 


[{t must require a good deal of courage to publish a report in which 


such high mortalities for gastric carcinoma are quoted: namely, gastro- 
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enterostomy 39 per cent, gastric resection 64.7 per cent. The lesson from 
this article is that until gastric cancer comes to the surgeon earlier, the 
results will remain poor.—Eb. | 


THE PROBLEM OF TOTAL GASTRECTOMY (Zur Frage 


der totalen Magenexstirpation) 


W. WAGNER 


\us der Chirurgischen Universititsklinik, Halle 


Arch. f. klin. Chir., 205:101-19, 1943 


Following a review of the literature on total gastrectomy, re- 
vealing 250 successful operations, the author proceeds to describe 
2 cases from his own observation during the past six months. The 
first patient was a man with an extensive adenocarcinoma involv- 
ing nearly the whole lesser curvature. In this case total gastrec- 
tomy (hypercardial operation of Herlyn and Stucke) permitted 
complete removal of the cancer in spite of glandular metastases. 
At autopsy, no glandular or other metastases were found. A rup- 
ture of the suture at the esophageo-jejunal junction led to abscess 
formation with rupture into the left pleural cavity, and resulting 
fibrinopurulent and purulent empyema, on both sides, with puru- 
lent abscessing pneumonia and pulmonary gangrene. Anemia 
and cachexia followed, leading to a fatal termination after 43 days. 

In the second case, in a man of 67 years, an extensive ade- 
nocarcinoma reached almost to the cardia. ‘Total gastrectomy 
(hypercardial according to Herlyn and Stucke) was performed, 
permitting complete removal of the tumor. Whether all meta- 
Sstases were removed can only be determined by further observa- 
tion. During convalescene, an abscess formed in the upper angle 
of the wound. ‘This healed after incision and drainage. The pa- 
tient was discharged not quite five weeks after operation and has 
gained in weight since. 

The author emphasizes the fact that not all total gastrectomies 
reported as such have been actually total. It is necessary to dis- 
tinguish total from subtotal gastrectomies. ‘The operative technic 
of uniting the esophagus and jejunum is very difficult, and there is 
always danger of rupture of the sutures. ‘There is no serosa in the 
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esophagus like that in intestinal parts. By retaining only a very 
small portion of the cardia, this difficulty can be avoided. One has 
then serosa available in both jejunum and cardia. The author 
cites the table presented by Herlyn and Stucke indicating the vari- 
ous degrees of so-called total gastric resection, as follows: 

(1) Hypercardial. 

(2) Diacardial (transverse or oblique). 

(3) Hypocardial. 


The histologic findings are discussed in each case. 

Accessibility to the abdominal portion of the esophagus and 
fixation in the diaphragm depend upon the body build of the 
patient. It is easier in slim persons with medium or low dia- 
phragms. In cases where accessibility is difficult, Kirschner con- 
traindicates operation. In the literature, various incisions have 
been suggested to overcome this difhculty. The present writer 
uses Marwedel’s incision with retraction of the left costal arch for 
cardiomyotomy, according to Heller for treatment of cardiospasm. 
This affords a good exposure. The approach must, of course, be 
individualized to fit the case. In discussing the technic, the author 
draws attention to the fact that single layer suture has been aban- 
doned in favor of multiple layer suture. Various technics are 
described. In his own cases, the author used an end-to-side union 
with double layer suture and safeguarded the suture line by peri- 
toneal covering of the abdominal esophagus and fixation of the 
jejunum to the diaphragm. Further security of the suture line 
may be obtained by fixing the serosa of the jejunum to the pos- 
terior and anterior side of the diaphragm, after liberating the 
peritoneal covering to the esophago-diaphragmatic hiatus. <A 
double layer suture of the esophagus and jejunum follows with 
final peritoneal covering. ‘This leads to an invagination as rec- 
ommended by Coenen. ‘The greater the surface of union between 
the jejunum and esophagus the better will be the possibilities for 
union. Button sutures are indicated, as stenosis may result from 
continuous suture. It is important to avoid placing a clamp on 
the esophagus. Further relief of strain on the esophagus may be 
obtained by Braum’s anastomosis between two jejunal limbs. 
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This also insures passage of secretions of the large abdominal 
glands and feces from the efferent jejunal loop. Feeding by mouth 
is not possible for days or weeks. Usually a temporary jejunal 
fistula is instituted in the lower jejunal loop. ‘This was not used 
in the author’s cases. ‘The patients were maintained for two to 
three days on enemas and glucose and saline infusions. After a few 
days on liquid diet, semisolids could be administered in small 
portions. 

The question of drainage of the abdominal cavity is solved by 
most writers by using a rubber drain for a few days. All types of 
anesthesia have been used for these operations, but the best is 
local anesthesia or conduction anesthesia, especially where the 
operation takes a long time. Various methods of providing a food 
reservoir have been suggested but have proved futile. 

The mortality rates as reported in the literature range from 
28.5 to 80 per cent. ‘The late results of gastrectomy for ulcer 
have been good, permitting patients to continue work for six to 
nine years. In cases of gastrectomy for cancer, many patients die 
during the first year, but some survive more than three years. 
Without operation these patients would have only a few months 
to live, unable to work and in great pain. <A better prognosis is 
to be gained only by earlier diagnosis and earlier treatment. 
Total gastrectomy is recommended only for far advanced cases. 
3 figures. 


REFERENCES TO CURRENT ARTICLES 
Sarcoma of the Stomach. L. W. Boggs and J. H. Guess, Greenville, S. C. 
J. South Carolina M. A., 40:97-98, May 1944. (Case report.) 


Diagnosis of Small Gastric Carcinoma. Early Roentgenologic Findings 
(Die Diagnose des kleinen Magenkrebses; réntgenologische Untersu- 
chungsergebnisse an Friihformen), Biicker. Klin. Wcehnschr., 22:682, 1943. 

Responsibility of the Roentgenologist in the Wartime Duodenal Ulcer 
Problem. Maurice Feldman, Baltimore, Md. Radiology, 42:356-8, April 
1944. 


L otal Gastrectomy (Gastrectomia total). R. C. Ferrari. Bol. Acad. argent. 
cir., 27:982-86, Oct. 1943. 

ihe Surgical Treatment of Congenital Hypertrophic Pyloric Stenosis. 
John A. Guis, Portland, Oreg. West. J. Surg., 52:209-12, May 1944. 








516 QUARTERLY REVIEW OF SURGERY 





Pyloric Stenosis in Identical Twins. F. L. King Lewis, Hospital for Sick 
Children, London, England. Brit. M. J., 1:221, Feb. 12, 1944. (Rumm- 
stedt operation successfully done in the twin showing typical symptoms; 
pyloric stenosis demonstrated by x-ray in other twin who showed no 
symptoms. ) 


Spontaneous Closure of a Gastrojejunocolic Fistula Following First-Stage 
Implantation of the Hleum into the Descending Colon. Frank H. Lahey, 
Boston, Mass. Lahey Clin. Bull., 3:225-26, April 1944. (Case report.) 


Leiomyosarcoma of the Duodenum. Kendrick McCullough, Yonkers, 
N. Y. New York State J. Med., 44:1248-49, June 1, 1944. (Operation 
not attempted; autopsy showed leiomyosarcoma of the duodenum, com- 
plicated by ulceration with sinus formation, and metastatic abscesses ol 
liver, lung and cardiac muscle.) 


Surgical ‘Treatment of Massive Gastroduodenal Hemorrhage. ‘T. T. Man- 
zer, Seattle, Wash. Northwest Med., 43:112-13, April 1944. 


Indications for Vertical Gastroscopy. John C. Pierson and George ‘T. 
Pack, New York, N. Y. Rev. Gastroenterol., 11:111-15, March-April 
1944. 


Superficial Mucosal Cancer of the Stomach and Its Clinical Significance 
(Der oberflachliche Schleimhautkrebs des Magens und seine klinische 
Bedeutung). Prinz. Hansische Universitat, Hamburg. Klin. Wehnschr., 
22:682, 1943. 


The Effect of Hypertension on the Prognosis of Bleeding Peptic Ulcer. 
Henry A. Rafsky and Michael Weingarten, New York, N. Y. Rev. 
Gastroenterol., 11:93-101, March-April 1944. (Analysis of 476 cases and 
illustrative case reports.) 


Correlation of Roentgenologic and Gastroscopic Examinations: From the 
Standpoint of the Gastroenterologist. R. J. F. Renshaw, Cleveland 
Clinic, Cleveland, Ohio. Am. J. Roentgenol., 51:585-92, May 1944. 


Cancer of the Stomach. Early Diagnosis, Treatment and End Results. 
Isabel M. Scharnagel. New York, N. Y. M. Woman's J., 51:17-20, April 
1944. 


Roentgen Diagnosis of Cancer of the Stomach. Ruth Evelyn Snyder, 
New York, N. Y.. M. Woman's J., 51:31-34, April 1944. 


Surgical Aspects of Gastric Ulcer. John D. Stewart and Floyd M. Zaeptel, 
Univ. of Buffalo Medical School, Buflalo, N. Y. New York State J]. Med., 
1:611-16, March 15, 1944. (Discusses indications for operation on gas- 
tric ulcer, with special consideration of the possibility of malignancy; 
gastric resection is the operation of choice. Seven illustrative cases 
reported.) 




















QUARTERLY REVIEW OF SURGERY 517 





May Resection Be Performed in Perforation of the Stomach? (Darf bei 
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30. Small Intestines 


INTUSSUSCEPTION DUE TO MECKEL’S DIVERTICU- 
LUM. RECOVERY FOLLOWING RESECTION AND 
ILEO-TRANSVERSE COLOSTOMY 
H. E. Lrirer 


From the Surgical Service of Dr. Ralph Colp 
J. Mt. Sinai Hosp., New York, 10:789-91, March-April 1944 


Intussusception of the small intestine due to Meckel’s diver- 
ticulum is not common. In a careful survey of the literature, 
Harkins in 1933 was able to find reports of 160 cases of this condi- 
tion. Since that time 3 or 4 cases have been reported annually 
in the Cumulative Index Medicus. ‘The author presents a case 
of ileo-ileal intussusception due to a Meckel’s diverticulum, which 
was treated by resection and ileo-transverse colostomy. The in- 
cidence of Meckel’s diverticulum among normal people has been 
variously estimated as from 0.8 to 1.4. The proportion of all 
cases of intussusception caused by Meckel’s diverticulum has been 
estimated as 1.5 per cent. Although 60 per cent of all cases of 
intussusception occur under one year of age, the average age of 
those due to Meckel’s diverticulum is 13 years. Only 6 of Harkins’ 
160 patients were under one year of age. A tumor was present 
at the tip of Meckel’s diverticulum in 26 out of 114 cases. The 
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sex incidence in the same series was noted in 105 cases with 83 
males and 22 females; abdominal pain was present in 97 of 98 
cases; previous abdominal crises in two-thirds of the cases where 
data were given; vomiting was present in 82 cases; tumor in the 
right lower abdomen in 50 per cent of the cases. ‘The average 
duration of symptoms was 81 hours in 88 cases; tumor in the 
diverticulum was present in 26 cases. Resection of the bowel 
was necessary in 61 of the 114 cases. 

The patient described by the present writer was a boy 14 
years of age. As various clinical diagnoses were suggested, ex- 
ploratory laparotomy seemed indicated. Operation revealed an 
intussusception about 16 inches long involving not only the ileum 
but also part of the mesentery. ‘Ihe head of the intussusception 
was about 10 cm. from the ileocecal junction. Attempts at reduc- 
tion were unsuccessful. For this reason an aseptic resection of the 
diseased bowel between Payr clamps was done. Because the distal 
stump of ileum was only 7 cm. in length, an_ ileo-transverse 
colostomy was done. Five grams of sulfanilamide were placed in 
the peritoneal cavity and the abdomen was closed in layers with- 
out drainage. After an initial rise in temperature to 103° F. atter 
operation, the patient recovered, with the first bowel movement 
three days after operation. ‘he wound healed by primary union. 
Microscopic diagnosis was “portion of ileum and Meckel’s diver- 
ticulum with gastric mucosa showing hemorrhagic infarction.” 
8 references. 
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angle”; and also the importance of including the submucosa with each 
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31. A ppendix 


APPENDICITIS. BASIC CONSIDERATIONS IN CHOICE 
OF THERAPY 


JouN T. REYNOLDs 


Chicago, Ill. 
Surg. Clin. North America, Chicago number, 128-45, Feb. 1944 


The author emphasizes the importance of making an attempt 
to evaluate the course of events in acute appendicitis in order to 
ascertain the stage to which the disease has progressed. This may 
be accomplished by correlating the patient’s history with the 
physical findings and laboratory findings. By this means it may 
be possible to determine whether operation is in order or not. 
The pain in the early stage is referred usually to the periumbilical 
region and is not momentary and not fleeting. As pus accumu- 
lates in the appendix the pain increases and may be associated 
with an orexia, nausea and vomiting. Diarrhea may be one of the 
early signs with mild fever and leukocytosis. At this stage spon- 
taneous cure is possible. In the stage of localization, the clinical 
picture changes. [he pain becomes localized to the region of the 
appendix. ‘The earlier colicky pain is replaced by the pain of 
localized peritonitis, which is constant and aggravated by change 
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of position. At this stage point tenderness, rebound tenderness 
and muscular rigidity appears. Symptoms indicating retrocecal 
or supra-ureteral position of the appendix are described. When 
the appendix lies deep in the pelvis, tenderness may be elicited 
on rectal or vaginal examination. Until the serosa is broken, 
appendectomy is the treatment of choice in acute appendicitis. 
Delay is advisable only in severely dehydrated patients or where 
improvement in the general condition may be expected from an 
hour or so of parenteral therapy. Preoperative administration of 
sulfanilamide or related drugs may aid in minimizing the effect of 
operating in an inflamed field, but must not be taken as an excuse 
for delay in removing the appendix. 

When generalized peritonitis is well established, the feeling 
that possible defense factors may be destroyed thereby, as well as 
the poor results of appendectomy and drainage under these condi- 
tions, has influenced opinion in favor of nonintervention in far- 
advanced peritonitis. 

In periappendiceal phlegmon, rest, heat and chemotherapy 
are recommended forming the essence of the Ochsner treatment. 
Sodium sulfadiazine should be given intravenously to secure a 
blood level between 9 and 12 mg. per 100 cc. of blood, usually a 
dose of 6 to 9 gm. per day. If no improvement is noted in five 
to six days, the drug is discontinued. During this time an ade- 
quate fluid intake is important. Spontaneous resolution of the 
phlegmon is usual. During conservative treatment the surgeon 
must watch the patient closely and be prepared at all times for 
an emergency operation if systemic manifestations increase. 

In appendiceal or periappendiceal abscess, the author does not 
recommend delay to permit spontaneous drainage of the type 
described as a routine measure. Frequently drainage is indi- 
cated, provided it can be done without draining the abscess across 
the free peritoneal cavity. Incision and drainage are indicated 
when the abscess points to the abdominal wall. ‘The appendix 
should not be removed at this time. Some of the pictures pre- 
sented in atypical cases are described. Also in the case of pelvic 
phlegmon or abscess there is a tendency toward spontaneous 
drainage. ‘The presence of a mass is not an indication for opera- 
tive drainage. In subphrenic abscess there is little chance of spon- 
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taneous drainage and great danger of extension into the thoracic 
cavity. In these cases operation is urgent. Careful explora- 
tion is important. Aspiration is not recommended: In the rare 
complication of suppurative pylephlebitis, the concomitant use of 
heparin and sulfanilamide may help to reduce the mortality in 
these cases. 

Spinal anesthesia and the McBurney (McArthur) incision are 
preferred, when the appendix is in the right lower quadrant. 

The following essentials in the management of appendicitis 
are stressed: 

1. Remove the appendix before perforation. 

2. Remove the appendix which is still contaminating the pert- 
toneal cavity. 

3. Note particularly the abdominal complaints of the extremes 
of age. 

4. Do not disturb a process of localization already successfully 
established by removing an appendix embedded in a mass of 
recently agglutinated intra-abdominal viscera. 

5. Do not fail to relieve an abscess under pressure which shows 
signs of spreading. 

6. Do not cross the peritoneum to drain an abscess cavity. 

7. Free drainage is best accomplished by the use of the Mc- 
Burney (McArthur) incision when possible, which in the presence 
of gross contamination can be left open superficial to the peri- 
toneulm. 

8. Support the ill patient with fluids, sulfonamides, oxygen, 
blood and plasma. 9 references. 


EVALUATION OF SULFONAMIDES IN THE TREAT- 
MENT OF PERTTONITIS OF APPENDICEAL ORIGIN 
C. E. STarForD, JOHN Beswick and Paut H. Dees 


Los Angeles County Hospital, Los Angeles, Calif. 
Am. J. Surg., 64:227-34, May 1944 


From 1939 to 1942, 903 cases of acute appendicitis with perfora- 
tion or abscess formation were operated on at the Los Angeles 
County Hospital. ‘The use of sulfonamides in such cases of appen- 
dicitis was begun in 1939, with the subcutaneous administration of 
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a 0.8 per cent sulfanilamide solution or 5 per cent sulfapyridine 
intravenously. In this year, sulfanilamide was applied intraperito- 
neally in only a few cases. By 1942, intraperitoneal sulfanilamide 
or sulfathiazole was employed in practically all cases. At first sul- 
fanilamide powder was sprinkled into the peritoneal cavity; later 
the crystalline form was found to be superior to the powder. The 
average amount implanted in the peritoneal cavity was 8 to 10 
gm.; in addition, | to 2 gm. was frequently sprinkled in the ab- 
dominal wound. In 1942, sulfathiazole in microcrystalline form 
was used instead of sulfanilamide in about one-third of the cases. 
During this period from 1939 to 1942, the mortality rate decreased 
from 9.2 to 3.4 per cent, showing a decrease each year as the use 
of the sulfonamides increased. ‘The incidence of postoperative 
peritoneal abscesses and pneumonitis also decreased. The use of 
drainage was also diminished by the intraperitoneal application of 
sulfonamides; in 1942 drainage was used in only one patient out 
of three. In 1939, the procedure of choice in cases of completely 
walled-off abscess was incision and drainage only; appendectomy 
was done in only about one-fourth of the abscess cases; the mor- 
tality in the abscess cases in this year was 21 per cent. In 1942, 
when an intraperitoneal sulfonamide was used as a routine, ap- 
pendectomy was done in over three-fourths of the abscess cases, 
and there were no deaths in this group. 


REFERENCES TO CURRENT ARTICLES 
Transverse Incision in Appendicectomy (La incision transversal en la 


ependicectomia). D. J. Gastelum. Cir. cirujan, Mex., 11:509-20, Sept. 
1943. 


Acute Gangrenous Appendicitis Complicated by Pylephlebitis. Oliver 
Eitzen. Clinical Pathological Conferences of the Institute of Pathology, 
Western Reserve University and University Hospitals, Cleveland, Ohio. 
Ohio State M. J., 40:325-26, April 1944. 

Erosion Hemorrhage in Appendicitis (Arrosionsblutungen bei Appendi- 
citis). Kurt Hopf. Lutherstadt. Zentralbl. f£. Chir., 70:1224-26, 1943. 
The Retrocecal Appendix. J. Christopher O'Day. Honolulu, Hawaii. 
M. Rec. 157:153-55, March 1944. (When and when not to operate.) 
Aseptic Appendectomy—The Application of the Parker-Kerr Suture to the 
Appendiceal Stump. Frederic P. Shidler, San Francisco, Calif. Surgery, 

15:634-36, April 1944. 
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The Treatment of Appendiceal Peritonitis by Intraperitoneal Administra- 
tion ot Defibrinated Blood and Prontalbin-Marfanil Powder (Die Be- 
handlung der vom Wurmfortsatz ausgehenden Bauchfellentziindung 
durch intraperitoneale Anwendung von defibrinierten Blut und Pron- 
talbin-Marfanil Pulver). F. Sturm. Tirol. Zentralbl. f. Chir., 70:1219- 
23, 1943. 


32. Colon and Rectum 


CLINICAL AND LABORATORY EXPERIENCES WITH 
SUCCINYL SULFATHIAZOLE 
H. L. ArcHer and Epwin P. LEHMAN 


Charlottesville, Va. 
Ann. Surg., 119:518-25, April 1944 


When first sulfanilylguanidine and, later, succinyl sulfathiazole 
were made available, it occurred to the authors that the new more 
direct method of attack on intestinal bacteria might offer the op- 
portunity for providing a better balanced and more palatable diet 
than the usual so-called ‘“‘colon-preparation” diet administered to 
patients who are about to be subjected to operations on the colon 
or rectum. In the present study, in addition to specific data bear- 
ing on this point, the authors present a confirmation of Firor and 
Poth’s general observations on succinyl sulfathiazole and the 
clinical results in a small series of cases of operation on the large 
bowel in which the drug had been applied. 

The authors conclude from their studies that succinyl sul- 
fathiazole is absorbed from the bowel and excreted in the urine 
in relatively small amounts. ‘The incidence of reactions is small. 
Ingestion of the drug results in a dramatic reduction of B. coli 
and B. aerogenes in the stool in less than five days, in the absence 
or presence of ulcerative mucosal lesions. ‘This reduction occurs 
without relation to the nature of the accompanying diet. In this 
Clinic, the use of succinyl sulfathiazole has been associated with 
two changes in method: (a) the use of a preoperative low residue 
diet containing adequate protein; and (b) the avoidance under 
many circumstances of stage-operations. In most of the 36 cases 
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in which succinyl sulfathiazole was given in preparation for opera- 
tion on the bowel the sulfanilamide was implanted over peritoneal 
sutures and in the abdominal wall. Without succinyl sulfathia- 
zole, however, the authors would never have dared to do things 
which they now successfully carry out. Except for the improve- 
ments in technic mentioned, the authors do not believe that 
succinyl sulfathiazole should be used to replace older and tried 
methods of preparation of the patient for large bowel surgery. It 
does not obviate careful selection of the patient, anesthetic and 
procedure. It does not obviate a five-day period or week of pre- 
operative hospital care, nor the need of a low residue diet and 
immediate preoperative washing of the bowel by enema. It is an 
adjuvant to all of these measures. 11 references. 2 charts. 


EX TENDING SURGERY IN THE TREATMENT OF 
CANCER OF THE COLON 
\LEXANDER BRUNSCHWIG 


Chicago, Hl 


Surg. Clin. North America, Chicago number, 185-202, Feb. 1944 


Operations for resection of carcinomas of the colon have for 
some time been more or less standardized. Hepatic metastases 
are often regarded as contraindications to radical resection of the 
primary growth, and colostomy above the obstructing or bleeding 
lesion is the usual practice. Where the primary lesion is rela- 
tively small and hepatic and peritoneal metastases are not very ex- 
tensive, excision of the primary growth by either the exterioriza- 
tion procedure or resection and end-to-end anastomosis may be 
carried out. Lymphatic and hematogenous spread beyond the 
gross limits of the neoplasm should not deter the surgeon from 
an attempt at local excision of all macroscopic tumor. In some 
instances a surprising degree of palliation will be afforded with 
considerable prolongation of life. Needless to add, the excisions 
are carried out beyond gross limits of the tumor, when possible, 
and the secondarily involved tissues and organs are removed en 
masse with the primary growth. Five illustrative cases are de- 
scribed in detail. 
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In preoperative care of the patient, special attention is 
directed to the nutritive state with correction of deficiencies. 
Parenteral administration of fluids, blood transfusions, administra- 
tion of vitamins and of plasma transfusion to restore the plasma 
proteins are indicated. In the absence of appreciable obstruction, 
60 cc. of castor oil are given at night, and 60 cc. of 50 per ceni 
magnesium sulfate in the morning, beginning seventy-two hours 
before operation. No cathartics are given twenty-four hours priot 
to operation and no enemas are prescribed. Continuous spinal 
anesthesia is used whenever possible, supplemented, if necessary, 
by ethylene or ether, or both. At the beginning of the operation, 
fluid is started intravenously, and blood transfusion through the 
same apparatus if necessary. “The systolic blood pressure should 
be maintained at not less than 100 mg. of mercury. “To combat 
shock, blood transfusions of 2,000 cc. of whole blood with 1,000 
cc. of plasma may be necessary. If indicated, even larger quanti- 
ties may be given. 

Postoperative fluids are given to insure adequate fluid balance. 
Also casein digests (amigen) are administered to compensate for 
lost nitrogen. ‘his may be given with glucose (5 per cent amigen 
plus 5 per cent glucose) in total amounts of 2,000 cc. per day or 
more. No food or fluid by mouth is permitted for four or five 
days. On the fourth or fifth day 30 cc. of water an hour are given, 
and this is increased to 60 cc. of water or clear liquids the follow- 
ing day. Return to a soft diet is permitted gradually over a period 
of five to seven days. Patients have been maintained for thirty 
days on casein. digests, glucose and saline, intravenously, with 
nothing by mouth. 10 figures. 


THE SURGICAL PATHOLOGY OF RECTAL CANCER 
CuTHBerT E. DuKEs 
St. Mark’s Hospital, London, England 
Proc. Roy. Soc. Med., 37:131-44, Feb. 1944 


In a pathologic study of a large series of cases of rectal cance1 
operated at St. Mark’s Hospital in London, the author analyzed 
370 cases in which a combined operation (abdomino-perineal or 
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perineo-abdominal) was done in 1930 to 1939 in regard to the re- 
lation between three-year and five-year results, and the site of the 
tumor and lymphatic spread. In this series it was found that 
when there was no lymphatic involvement the results of surgical 
treatment were essentially the same whether the growth was 
located in the ampulla the lower or the upper third. However, 
in cases with lymphatic involvement, the results were better in 
cases of cancer of the lower or the upper third of the rectum than 
in cases of cancer of the ampulla. ‘The difference in survival rates 
of patients with cancers in different regions of the rectum was, 
however, relatively slight in this series. 

In the examination of more than 1,000 operative specimens 
of rectal cancer, cancer cells were found in the hemorrhoidal vein 
or one of its tributaries in 17 per cent. This type of venous 
spread occurred with equal frequency from all regions of the 
rectum; the incidence of venous spread was definitely higher in the 
more malignant rapidly growing cancer than in well-differenti- 
ated, slowly growing cancer. ‘Thus the incidence of venous spread 
was only 5 per cent in rectal cancers of grade I malignancy, and 
31.6 per cent in those of grade IV. In 63 cases of rectal cancer, 
in which the patients died within a week or two after excision of 
the rectum, dissection of the hemorrhoidal vein was done at the 
postmortem examination. Spread of the malignant growth to the 
hemorrhoidal vein or one of its tributaries was demonstrated in 
20 of these cases; metastases to the liver were found in only 10 of 
these 20 cases. Hepatic metastases evidently do not invariably 
occur if the hemorrhoidal veins are involved. In 400 patients 
followed up five years or more after operation, pathological ex- 
amination had shown venous spread in 58; the end results were 
“definitely worse” in these cases than in 342 without venous 
spread, but this cannot be attributed “entirely to one cause.” 

In a study of lymphatic metastases in 1,262 cases of rectal 
cancer, a close relation was found between the histological grade 
of malignancy of the primary tumor (Broders’ classification) and 
the incidence of lymphatic metastases. In tumors of grade I, the 
lymphatic metastases occurred in 16.8 per cent; in grade II tumors 
the incidence increased to 42.5 per cent, in grade III to 73.8 per 
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cent, and in grade IV to 95.5 per cent. A special survey has been 
made of glandular metastases in 425 cases in which a combined 
operation had been done to determine how many of these cases 
could have been adequately treated by perineal excision. It was 
found that in &5 cases the glandular metastases were so situated 
that “they would certainly have been included in a perineal ex- 
cision.” 

In a comparison of results with the perineal operation (391 
cases) and the combined operation (514 cases), 40.9 per cent of 
the patients in the perineal group were alive after five years and 
39.2 per cent of the patients in the combined operation group if 
postoperative deaths are included. If, however, postoperative 
deaths are excluded, 47.1 per cent of the survivors of the com- 
bined operation are living after five years, and 44.9 per cent of the 
survivors of the perineal operation. In this series the operative 
mortality of the combined operation was 15 per cent and that of the 
perineal operation 8.7 per cent. ‘The operative mortality of the 
combined operation is steadily declining in recent years. In cases 
without lymphatic metastases, the survival rates are much the same 
for the two types of operation, but in cases with lymphatic metas- 
tases the combined operation showed a 13 per cent increase in 
five-year survivals as compared with the perineal operation. With 
recent improvements in surgical technique, this “credit balance” 
in favor of the combined operation in cases with lymphatic metas- 
tases will probably reach 15 to 20 per cent. 


CARCINOMA OF THE RIGHT COLON 


SAMUEL C. Harvey and GervaAsE |]. CONNOR 
New Haven, Conn. 


From the Department of Surgery, Yale University School of Medicine 
Connecticut M. J., 8:286-88, May 1944 


The authors present a study of 28 cases of one-stage right 
colectomy for carcinoma of the right colon with immediate an- 
astomosis and without ileostomy. ‘The operative risks varied from 
good to poor, with |] patients good risks, 8 fair risks and 9 poor 
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risks. “There was one death, a mortality rate of 3.6 per cent. In 
10 cases the postoperative course was entirely uneventful. Mild 
complications were observed in || patients and included such con- 
ditions as minor pulmonary atelectasis, mild wound infections, 
urinary retention, and abdominal distention. In 75 per cent of 
the series there were thus no complications or only mild ones. In 
7 patients, including the one fatality, there were severe complica- 
tions, including minor pulmonary embolism, thrombophlebitis, 
urinary retention requiring prostatectomy and serious wound in- 
fection. When such wound infections occurred it was found that 
the operator had failed to employ a slip drain within the wound. 
The average period of postoperative hospitalization was 23.3 days, 
the shortest fifteen days and the longest eighty-eight days. 

Of 25 cases followed up, the survival period in patients with- 
out metastases at the time of operation was more than ten years 
in 5 cases, and in patients with metastases at time of operation 
more than ten years in 2 cases. 

Certain fundamental principles of technic are emphasized. Al- 
though a right rectus incision was used most frequently, a right 
flank incision has been used in the more recent cases and offers 
conspicuous advantages. Anastomosis should be performed out- 
side the abdominal cavity with the wound adequately protected. 
The “‘fine silk technic” is highly desirable. A side-to-side semi- 
closed anastomosis is recommended, this being one of the re- 
latively aseptic types of anastomosis. With attention to details, 
gross contamination is avoided and secure anastomosis is obtained. 
Complementary ileostomy is mentioned only to be condemned, 
and, with the ileocecal valve removed, becomes unnecessary. 
Drainage of the abdominal cavity is not recommended, but the use 
of a small drain beneath the fascia of the wound may be of value. 
The drain is removed in forty-eight hours. The details of pre- 
operative and postoperative care are as important as the technic 
of the operation itself. “he authors conclude from their experi- 
ence that one-stage colectomy with immediate anastomosis is a 
superior method of treatment for carcinoma of the right colon and 
can be utilized with reasonable risk when performed with atten- 
tion to the details mentioned. _ 5 tables. 
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INDICATIONS FOR CONSERVATISM IN THE SURGICAL 
TREATMENT OF RECTAL CANCER 





Grorce IT. Pack and JAMEs S. GALLO 


New York Paterson, N. J. 


From the Josephine Lendrim ‘Tumor Clinic of the Paterson General Hospital, 
Paterson, N. J. 


J. M. Soc. New Jersey, 41:85-90, March 1944 


The three operative procedures employed by the authors under 
varying conditions all require an initial laparotomy and a some- 
what similar abdominal phase of resection. ‘They are listed as 
follows: 

A. Superior segmental resection of the rectosigmoid through 
a laparotomy incision, with end-to-end anastomosis and with or 
without a temporary colostomy. 

B. Abdomino-perineal rectal resection with conservation of 
the sphincter by the method of Kiittner-Babcock, in which the 
perineal phase is a loop resection after the technic of Mikulicz, 
leaving a post-anal double-barrelled colostomy, which is subse- 
quently closed in the usual manner. 

C. Abdomino-vaginal rectal resection or “pull-through” opera- 
tion after the technics of Hochenegg, Mandl and Burch, in which 
the lower segment of the cancerous bowel is mobilized through a 
combined colpotomy and episiotomy incision after which it 1s 
extracted or pulled through the dilated and detached sphincter 
together with the anal stump. 

The first operation was performed in 7 cases, the second in 2 
cases, and the third in 8 cases. ‘There were no operative deaths 
in this series. Only one serious complication occurred, a pelvic 
thrombophlebitis from which the patient recovered. One stric- 
ture subsequently developed at the anal margin but has responded 
well to dilatation by graduated bougies. ‘There were no local 
recurrences, but two of the patients died with hepatic metastases; 
one of these individuals had a small primary melanoma of the 
rectal ampulla. ‘The remaining 15 patients are alive and well for 
periods varying from six weeks to four years. 15 references. 3 
figures. 
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PRESENT STATUS OF CANCER OF THE COLON AND 
RECTUM 
Everetr D. SUGARBAKER 
Columbia, Mo. 


Symposium on Carcinoma of the Large Bowel held at the Ellis Fischer State 
Cancer Hospital 


J. Missouri M.A., 41:49-53, March 1944 


Following a brief discussion of the incidence and symptoms 
and signs of cancer of the large bowel, the author proceeds to con- 
sider modern methods of surgical treatment. The treatment of 
choice for all cancers of the colon and rectum is radical removal. 
Painstaking preoperative preparation of the patient is imperative 
and may take from five to seven days or longer. Routinely, high 
protein, high caloric and high vitamin low residue diets are em- 
ployed. Patients with no obstruction are given saline catharsis 
and colon lavage. ‘Those with complete obstruction will require 
preliminary decompressive procedures. Preoperative transfusions 
are often necessary. The Miller-Abbott tube cannot be expected 
to decompress the colon, but is of great aid when the small in- 
testine also is distended. In such cases it is also of help in the 
postoperative period. 

With regard to operative procedure, the author believes that 
for resection of the right colon a modification of the Mikulicz 
principle, as first described by Lahey, is the procedure of choice. 
It circumvents the dangers of an intraperitoneal anastomosis and 
is the safest procedure applicable when severe hemorrhage is tak- 
ing place. In exceptionally poor risk patients, immediate resec- 
tion with anastomosis may be discarded as introducing more than 
necessary risk. In cancer of the lower sigmoid and rectum, the 
one-stage abdominoperineal resection is the procedure of choice 
for the majority of cases. Staging of this operation in certain 
selected cases with bulky fixed lesions, considerable inflammation 
and otherwise poor risks may be considered. Exclusion of the 
lesion from the fecal stream has proved beneficial. Drainage of 
abscesses, lavage of the bowel segment and small doses of roentgen 
ray for an interval of several weeks have converted several tech- 
nically very difficult situations into comparatively easy operations 
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with less than average trauma. This method is very useful also in 
elderly patients with partial obstruction. ‘The technic first de- 
scribed by Lahey and later revised by Cattell is most satisfactory. 
More frequent use of this technic would probably result in fewer 
colostomies or colostomy with subsequent perineal resection. 
Ideally, the latter should be reserved for the extremely poor risk 
patient with a low-lying early lesion. Also the Hartmann pro- 
cedure is a compromise measure and is applicable only to lesions 
low in the sigmoid and upper rectum, when the patient’s condi- 
tion renders further perineal surgery inadvisable. For the re- 
mainder of the colon, the author believes that a modification of 
the exteriorization resection, as described by Rankin, is to be 
preferred, with mobilization of as much of the colon as is necessary 
to secure wide removal of the local lesion and adjacent node- 
bearing tissue. Crushing of the spur may be begun about one 
week postoperatively, and the stoma may be closed extra- 
peritoneally in from six to eight weeks later with realignment of 
all wall layers and, consequently, without residual ventral hernia- 
tion. ‘Transfusion during operation, repeated postoperatively as 
often as indicated, and continuous spinal anesthesia have been 
factors in the safety of large bowel resection at the Hospital. ‘To 
date the resectability rate has been 66 per cent in 120 cases. The 
postoperative mortality was 16 per cent. In only 1.6 per cent was 
the extent of the local disease the reason for inoperability, and in 
23 per cent it was necessary to remove some other structure or 
organ along with the bowel. Palliative resection was done in 16 
per cent. A survey of statistics from top-ranking clinics whose 
operability ranged from 55 to 75 per cent showed five-year sur- 
vivals among resected patients varying from 52 to 63 per cent. 
Future advances must arise largely from earlier diagnosis. A great 
deal can be accomplished by a wider recognition of the relation- 
ship which polyps bear to cancer of the bowel. The incidence of 
association of polyps and carcinoma is acknowledged to be more 
than 50 per cent. Polyps are frequently, if not always, precursors 
of cancer of the large bowel. For this reason, all accessible polyps 
should be removed, and those beyond the reach of endoscopic in- 
struments should be followed carefully by barium enema and re- 
moved by laparotomy whenever they arouse suspicion. 20 refer- 
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ences. Discussion by L. V. Ackermann, Pathologist; David Le 
Mone, Diagnostic Roentgenologist. 


REFERENCES TO CURRENT ARTICLES 


Endometriosis of the Rectosigmoid. Report of a Case with a Review ol 
the Literature. 5S. Ben-Asher, Jersey City, N. J. Am. J. Digest. Dis., 
11:141-43, May 1944. 


Diverticulitis. W.C. Carroll, Saint Paul, Minn. Minnesota Med., 27:185- 


87, March 1944. (General discussion of symptoms and treatment.) 


i.ymphosarcoma of the Cecum. Report of a Case. S. B. Harper, J. M. 
Waugh and M. B. Dockerty. Proc. Staff Meet. Mayo Clinic, 19:182-87, 
April 5, 1944. 


Care of Colostomies. William B. Hutchinson, Seattle, Wash. North- 
west Med., 43:107-9, April 1944. 


Lesions of the Terminal Colon Associated with Urinary Disturbances. 
Joseph A. Lazarus, New York, N. Y. Surgery, 15:637-45, April 1944. 
(10 cases.) 


Impalement of the Rectum. W. D. Seybold, B. M. Black and R. J. Jack- 
man. Proc. Staff Meet. Mayo Clinic, 19:224-27, May 3, 1944. 


33. Intestinal Obstruction 


REFERENCES TO CURRENT ARTICLES 


Errors in the Diagnosis of Intestinal Obstruction. Robert N. Bartels and 
Karl S$. Harris. |]. lowa M. Soc., 34:138-42, April 1944. (Five case 
reports.) 


Intussusception of Small Gut Due to Foreign Body. M. S. Burke and 
G. R. Williams, County Hospital, Haverfordwest, England. Brit. M. J., 
1:394, March 15, 1944. (Report of a case due to swallowing of a steel 
screw.) 


\ New Portable Suction Apparatus for Use with the Miller-Abbott ‘Tube. 
John A. Gius and Clay A. Racely, Portland, Oreg. Surgery, 15:574-78, 
April 1944. 


Traumatic Intussusception. Louis A. Haun and Eugene Haun, Knoxville, 
Tenn. J. Tennessee M. A., 37:77-80, March 1944. (Review of literature 
and report of a case with operation and recovery.) 
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34. Anus 


See Index for Related Articles 


35. Liver and Biliary Tract 


ANASTOMOSES BETWEEN THE BILIARY TRACT AND 
GASTROINTESTINAL TRACT (Die Anastomosen zwischen 


den Gallenwegen und dem Magendarmkanal) 


F. R. BERNHARD 
Giessen 


Zentralbl. f. Chir. 70:1660-62, 1943 


A connection between the biliary tract and gastrointestinal 
tract may be established by anastomosis of the gall bladder or of 
the bile ducts. ‘The gall bladder may be connected with the 
stomach, duodenum or jejunum. ‘The determining factor will 
be what part of the gall bladder or bile tract is involved. When 
united with the stomach, the gall bladder very frequently atro- 
phies. ‘his occurs less frequently when the gall bladder is united 
with the duodenum. Cholangitis is more likely to develop when 
the gall bladder is used with resulting constriction and obstruc- 
tion of the anastomosis. Anastomosis of the gall bladder to the 
stomach is justified only in carcinoma obstructing the outflow of 
bile. In carcinoma of the head of the pancreas, gastroenterostomy 
will be needed in addition to cholecystogastrostomy in 10 per cent 
of cases. The mortality rate of 33 1/3 per cent may be reduced 
by preparation of the patient with vitamin K and the use of local 
anesthesia. Gall bladder anastomosis has given good results also 
in cases of chronic pancreatitis. However, if there are coincident 
gall stones, cholecystectomy followed by choledocho-duodenostomy 
is preferable. In cholelithiasis, anastomosis of the gall bladder 
with the stomach or duodenum is contraindicated owing to the 
danger of subsequent cholangitis. In properly selected cases such 
anastomoses have yielded good results lasting for decades. Never- 
theless the danger of cholangitis is greater than when the bile 
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ducts are used for the anastomosis. Neither as regards results nor 
access to the pathophysiologic condition is there any significant 
difference between cholecystoduodenostomy and the technically 
easier cholecystogastrostomy. 

Of the bile ducts, that best suited for anastomosis is the chole- 
dochus. In anastomoses of these ducts with the stomach complica- 
tions are frequent. ‘The easier technic of Riedel (1888) of ex- 
ternal supraduodenal choledochoduodenostomy is recommended. 
Kocher’s internal approach is justifiable only in exceptional cases, 
owing to the danger of injury to the pancreas. The chief objec- 
tion to choledochoduodenostomy is the exclusion of the sphincter 
of Oddi and danger of ascending infection. ‘The roentgenologi- 
cally demonstrable reflux into the finest bile ducts would suggest 
the danger of cholangitis. However, at autopsy of such cases no 
signs of cholangitis were found. ‘There is danger only when sta- 
sis develops with subsequent infection above the anastomosis. It 
has been shown that duodenal contents may flow into the bile 
ducts for decades without ill effects. “The danger of a retroduo- 
denal blind sac is slight. “Total obstruction of the papilla consti- 
tutes a danger factor. [he mortality rate is 10 per cent, and end 
results are very good. ‘The occasional fatal cholangitis after this 
operation is not due to the method, but to constriction or obstruc- 
tion of the anastomosis. It may also be due to overlooked or new 
formed calculi in the choledochus. 


| Cholecystogastrostomy, because of the strong peristalsis, results in 
gastric juice and food particles being driven into the gall bladder with 
retention and cholecystitis. “The stoma for the same reason has a marked 
tendency to narrowing and stenosis. Cholecystojejunostomy (end to fun- 
dus, Roux type of anastomosis) has resulted in the lowest incidence of 
cholangitis of any anastomosis except choledochojejunostomy or chole- 
dochoduodenostomy in a series of forty-eight cases observed in the Columbia- 
Presbyterian Surgical Clinic.—Eb. | 








QUARTERLY REVIEW OF SURGER) 535 


THE POSTCHOLECYSTECTOMY SYNDROME AND 
ITS TREATMENT 
RALPH CoLp 


College of Physicians and Surgeons, New York, N. Y. 
Bull. New York Acad. Med., 20:203-19, April 1944 


Improvements in pre- and postoperative therapy and in surgi- 
cal technic have rendered cholecystectomy a relatively safe proce- 
dure. However, a certain proportion of patients show a postcho- 
lecystectomy syndrome the symptoms of which resemble cholecys- 
titis and cholelithiasis. [his postcholecystectomy syndrome oc- 
curs more frequently following noncalculous than with calculous 
cholecystitis. In most cases this syndrome is to be attributed to 
dyskinesia of the sphincter mechanism. In such cases medical 
treatment with antispasmodics and sedatives as indicated should 
be tried first; operation is advised only after medical treatment has 
failed to relieve the symptoms. If exploration shows no definite 
cause for the postcholecystectomy syndrome such as calculi in the 
stump of the cystic duct or in the common duct, operation to re- 
lieve dyskinesia of the sphincter of Oddi by surgical section of its 
fibers is done. For this purpose the author employs a specially de- 
signed instrument (sphincterotome) which is introduced through 
the common bile duct. Following choledochostomy, the patency 
of the papilla of Vater is established, by passing “a fair sized”’ 
probe into the duodenum. ‘Then the closed sphincterotome is in- 
troduced through the common duct and papilla into the duo- 
denum; the sphincterotome is then opened to expose its knife 
blade. The instrument is then slowly withdrawn until the knife 
“firmly impinges” upon the papilla; as the sphincterotome is 
closed the knife is “driven home” and divides the musculature of 
the papilla; the instrument is then easily withdrawn. The com- 
mon bile duct is drained with a T-tube, drainage being continued 
until closure of the T-tube is not followed by pain or a rise in tem- 
perature. The operation described is simple and causes no “‘un- 
usual” bleeding. The operation has been employed so far in 
only a small series of cases; all made a good postoperative recovery 
with no complications. Six of the 7 cases in which this opera- 
tion has been done have been followed up for periods of six 
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months to five or six years. All have been relieved of their 
“troublesome” symptoms. So far there has been no evidence of 
scar formation with secondary contraction of the papilla and re- 
sulting stenosis and biliary stasis. 


REFERENCES TO CURRENT ARTICLES 


Incidence of Common Duct Stones and Postoperative Management of the 
Tube. Joel W. Baker and Matthew Harpur Evoy, Seattle, Wash. North- 
west Med., 43:137-42, May 1944. (Stresses importance of open explora- 
tion of the common duct, care of the T-tube. “lwo case reports.) 


Successful Anastomosis between the ‘Two Hepatic Ducts and the Duode- 
num with Remarks on the Use of Rubber Prostheses (Erfolgreiche An- 
astomose zwischen den beiden Hepatici und dem Duodenum, zugleich 
ein Beitrag zur Verwendung von Gummiprothesen). F. R. Bernhard, 
Giessen. Zentralbl f. Chir., 70:1202-7, 1943. 


The Incidence of Liver Stones Associated with Cholelithiasis and Its 
Clinical Significance. R. Russell Best (M.C., U.S.A.). Surg., Gynec. & 
Obst., 78:425-28, April 1944. (Presents evidence indicating that liver 
stones occur in approximately 7 per cent of cases of cholelithiasis. 
Advises three-day biliary flush before any biliary tract operation to flush 
stones into the common duct.) 


Calcified Hydatid Cyst of the Liver. Duodenal Fistula (Quiste hidatico 
calcificado de higado; fistula duodenal). M. M. Brea and A. A. Santas. 
Bol. Acad. argent. cir., 27:963-68, Oct., 1943. 


Biliary Dyskinesia: The Role Played by a Remnant of the Cystic Duct. H. 
K. Gray and W. S. Sharpe. Proc. Staff Meet. Mayo Clinic, 19:164-68, 
March 22, 1944. (A study based on 44 cases.) 


Benign Papilloma of the Ampulla of Vater. Lon Grove and E. A. Rasmus- 
sen, Emory Univ. Medical School, Atlanta, Ga. Am. J. Surg., 64:141-43 


April 1944. (Case report with brief review of literature.) 

Value of Puncture of the Liver in Diagnosis of Various Diseases of the 
Liver (Der Wert der Leberpunktion in der Diagnose der verschiedenen 
Lebererkrankungen). I. T. Hatieganu, T. Sparchez, P. Radu and I. 


Macavel. Cluj. Wien. klin. Wehnschr., 56:21-28, Jan. 15, 1943. 


Biliary Surgery after 60 Years (Gallenchirurgie nach 60 Jahren). O. van 
Susani. Wien. med. Wehnschr., 93:262, 1943. 


Methods of Diagnosis of Jaundice. Franklin W. White, Boston City Hos- 
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pital, Boston, Mass. New England J. Med., 250:344-48, March 23, 1944. 
(Discusses various methods of diagnosis, including liver function tests 
and x-ray, and findings in 500 cases of jaundice.) 


36. Pancreas 


THE DIAGNOSTIC VALUE OF PANCREATIC FUNCTION 
TESTS IN 47 SURGICALLY TREATED CASES 
Louis BAUMAN and ALLEN O. WHIPPLE 


New York, N. Y. 
Am. J. M. Sc., 207:281-90, March 1944 


The reaction and ferment concentration of the pancreatic juice 
was determined in about 150 patients. ‘This experience, together 
with that of Pratt of Boston and other clinicians, indicates that a 
test of the external function of the pancreas may well become an 
important diagnostic procedure. ‘The technic of obtaining secre- 
tions is described as follows: A rubber tube 4 feet long and 16 
French in diameter is used. It is divided into two compartments 
throughout its length by a central longitudinal partition. One 
end is provided with a perforated metal tip; the other end projects 
from the nose where each canal is connected with a short tube. 
One compartment is perforated at that part of the tube which is in 
contact with the body of the stomach but has no connection with 
the duodenum. ‘The other canal is only connected with the duo- 
denum. ‘The gastric and duodenal secretions can therefore be 
separately removed by gentle aspiration. Acidification with hy- 
drochloric acid destroys the pancreatic ferments. 

After the tube has been passed into the stomach through the 
nose, the patient is placed on the right side and transported to the 
fluoroscopy room. ‘The roentgenologist assists in manipulating 
the tube into the duodenum. ‘This may be tedious, difficult or im- 
possible. Pylorospasm, or abnormal conformation of the stomach 
or duodenum, may be the cause of failure. Fifteen mg. of mecho- 
lyi are then injected subcutaneously, and after ten minutes the 
first fraction of pancreatic juice is obtained. ‘Three further 10- 
minute fractions are collected. Untoward mecholyl effects can be 
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counteracted by atropine. To avoid deterioration of the ferments, 
the juice should be collected in tubes immersed in ice-water. If 
the pH of the fractions is above 7, their ferment activity is deter- 
mined by the following procedures: Amylase and protease by 
modified Wohlgemuth and Gross casein methods, respectively, 
and the lipase by the Cherry and Crandall method. A table shows 
the normal ferment concentrations obtained in various diseases. 
The results indicate that functional disturbances of the external 
secretion of the pancreas may occur without demonstrable his- 
tologic changes in that organ. Painless obstructive jaundice with 
normal pancreatic ferments favors the diagnosis of carcinoma of 
the bile duct. In tumor of the ampulla, normal ferments may be 
obtained if the pancreatic duct enters the duodenum separately 
or if there is an accessory duct of Santorini. Painless obstructive 
jaundice with diminished or absent ferments favors the diagnosis 
of carcinoma of the pancreas. 9 references. 2 tables. 2 figures. 


REFERENCES TO CURRENT ARTICLES 
Some Roentgen Aspects of Pancreatic Necrosis. George J. Baylin and 
Kenneth D. Weeks, Durham, N. C. Radiology, 42:466-70, May 1944. 


Diseases of the Pancreas (Ueber Pankreaserkrankungen). Valentin Behr, 
Bad Kissengen. Wien. med. Wchnschr., 93:98-102, 1943. 


Partial Duodenopancreatectomy in One Stage for Carcinoma of the Head 
of the Pancreas: Report of a Case with Successful Outcome. C. H. 
McCall and J. M. Waugh. Proc. Staff Meet. Mayo Clinic, 19:147-52, 
March 22, 1944. 


Annular Pancreas. A Tabulation of the Recent Literature and Report of 
a Case. Bert E. Stofer, Detroit, Mich. From the Department of Path- 
ology, Wayne University, and the Pathologic Laboratories of the Re- 
ceiving Hospital. Am. J. M. Sc., 207:430-5, April 1944. 


37. Spleen 


See Index for Related Articles 
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38. Genitourinary Surgery 


BACILLUS WELCHII INFECTIONS COMPLICATING 
SURGICAL PROCEDURES UPON THE UPPER 
URINARY TRACT 
JosepnH A. LAzARus 


New York, N. Y. 
J. Urol., 51:315-24, March 1944 


Gas bacillus infection is a rare complication of surgery of the 
upper urinary tract; the author has collected only 23 cases from the 
literature and adds 2 cases of his own. In the total series of 25 
cases the kidney was involved in 23 cases and the ureter in 2 cases. 
The Bacillus welchii infection occurred following nephrectomy 
in 10 cases, following nephrotomy in 4 cases, following pyelotomy 
in 5 cases, and ureterolithotomy in 2 cases. The end results are 
known in 21 cases; 15 patients recovered and 6 died. ‘Two of 
these patients died before any treatment could be given; the other 
4 patients died in spite of routine local treatment and the admin- 
istration of polyvalent perfringens serum. Of the patients who 
recovered, |] were given serum in addition to local treatment. 

In one of the author's cases, the gas bacillus infection followed 
nephrolithotomy for multiple calculi, one of which was frag- 
mented. The infection was severe and fulminating, symptoms 
developing seven hours after operation. ‘The operative wound 
was “laid wide open” and “inundated” with hydrogen peroxide, 
and sulfanilamide (12 gm.) placed in the tissues; polyvalent per- 
fringens serum was given subcutaneously and intravenously, and 
oxygen administered by mask. ‘The patient's temperature was 
reduced, but he died from sepsis. ‘There had been no B. welchit 
infection at the hospital for several years; investigation of the 
catgut and supplies used was negative; the intestine had not been 
injured at operation. The author is of the opinion that in this 
case the fragmented calculus was the source of the infection, as 4 
cases have been reported in literature in which B. welchit was 
found in renal calculi, although only one of these patients devel- 
oped gas bacillus infection. In the second case, B. welchii infec- 
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tion followed pyelolithotomy for removal of a single calculus that 
was not fragmented. ‘This patient had been given sulfadiazine 
by mouth because of a pulmonary involvement developing im- 
mediately after operation. Symptoms of wound infection were 
first noted forty-eight hours after operation; the symptoms were 
relatively mild and subsided promptly under local treatment, in- 
cluding the application of sulfanilamide and subsequent irrigation 
with azochloramide solution 1:3300, and administration of poly- 
valent perfringens serum and sulfadiazine (by mouth). In this 
case, as in the previous case, no evidence of B. welchii infection 
was found in sutures or other surgical supplies, and the intestine 
had not been injured at operation. B. welchii was not found in 
the calculus, but the kidney was apparently the source of the 
wound infection as the pyelotomy opening was not sutured, so that 
infected urine escaped from the kidney into the wound. ‘The 
author advises that “water-tight” closures of ureterotomy and 
pyelotomy openings should be done in cases of ureteral or renal 
calculi, especially if there is a complicating infection. 

In the treatment of gas bacillus infection in surgery of the 
upper urinary tract, it is important to open up the wound and ex- 
pose affected structures around it; muscle planes should be opened 
by blunt dissection. “The wound should be “‘flushed copiously” 
with oxygenated antiseptics such as hydrogen peroxide or freshly 
prepared azochloramide solution, and liberally ‘‘salted” with sul- 
fanilamide. Polyvalent perfringens serum should be given, prefer- 
ably intravenously. ‘The author considers that the local use of 
sulfanilamide, and sulfadiazine by mouth, are important adjuvants 
in the treatment of gas bacillus infection. 


CARCINOMA OF RENAL PELVIS; HISTOPATHOLOGIC 
STUDY OF SEVENTY-FIVE CASES WITH SPECIAL 
REFERENCE TO PROGNOSIS 
Joun R. McDonacp and JAMes T. Prirsttey (Lieut. Col., M.C., A.U.S.) 


Mayo Clinic, Rochester, Minn. 
J. Uvol., 51:245-58, March 1944 


In 75 cases in which the kidney was removed because of carci- 
noma of the renal pelvis, a detailed pathological study has been 
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made. ‘The neoplasm involved the left kidney in 42 cases, the 
right kidney in 33 cases. Three types of carcinoma of the renal 
pelvis are distinguished: (1) papillary, with villous fronds pro- 
jecting into the lumen of the pelvis; (2) papillary infiltrating the 
muscle of the renal pelvis; (3) non-villous infiltrating. “The main 
renal vein, its principal tributaries, the perineural lymphatics, or 
a combination was involved in 34 cases (45.3 per cent). “The main 
renal vein or its tributaries were involved in 31 cases, in 20 of 
which the main renal vein was involved. But, in the 23 cases in 
which the perineural lymphatic vessels were involved, there was 
also venous involvement in only 3 cases. ‘The renal artery was 
involved in only one case. Of the 27 cases of the papillary type 
of carcinoma, none showed venous or lymphatic involvement; of 
the 25 cases of the papillary and infiltrating type 16 (64 per cent) 
showed venous or lymphatic involvement; and of the 23 cases of 
the infiltrating type, 18, or 75 per cent, showed venous or lym- 
phatic involvement. Grading the malignancy of the neoplasms, 
according to Broders’ method, showed that the papillary tumors 
were definitely less malignant, 18 of the 27 growths of this type 
being of grades | and 2; all of the infiltrating group were of grades 
3 and 4; and 22 of the papillary and infiltrating group (88 per 
cent) were of grades 3 and 4. 

Total ureterectomy was not done in every case of carci- 
noma of the renal pelvis in the series studied, as the value of this 
procedure was not appreciated in the earlier cases. Either total 
or partial ureterectomy had been done in 48 cases, 25 of which 
were in the papillary group. ‘Total ureterectomy was usually 
done at the time of the nephrectomy, but in “an exceptional case,” 
when the surgical risk was unusually great, ureterectomy was 
done several weeks later. ‘The incidence of the ureteral in- 
volvement was highest in the papillary group, 41 per cent, and 
lowest in the infiltrating group, 13 per cent. Routine cystoscopic 
examination after operation is essential in order to detect possible 
recurrence in the bladder at an early date. Bladder involvement 
occurred in 17 cases in 12 of which the renal neoplasm was of the 
papillary type without infiltration, in 5 with infiltration. None 
of the non-papillary infiltrating growths showed subsequent in- 
volvement of the bladder. The correct surgical treatment of 








542 QUARTERLY REVIEW OF SURGERY 


papillary carcinoma of the renal pelvis, with or without infiltra- 
tion, includes complete ureterectomy and removal of a portion of 
the bladder around the corresponding ureteral orifice. A follow- 
up study of patients operated on five or more years previously 
shows a five-year survival rate of 52 per cent for the group with 
papillary tumors, 16.7 per cent for the papillary infiltrating group, 
and 7.1 per cent for the infiltrating group. ‘The better prognosis 
for the papillary group apparently depends upon the lower grade 
of malignancy of these tumors (without infiltration) and the lower 
incidence of venous and/or lymphatic involvement. 


CONGENITAL VALVULAR OBSTRUCTION OF THE 
PROSTATIC URETHRA 
Reep M. Nessri 


Univ. of Michigan School of Medicine, Ann Arbor, Mich. 
J. Urol., 51:167-69, Feb. 1944 


Congenital valves in the urethra are “delicate in structure and 
insignificant in size,’ yet they are obstructive lesions that may 
cause serious disease processes. Such congenital valvular obstruc- 
tion occurs only in males; the clinical symptoms develop during 
infancy or early childhood, an age period when instrumentation 
of the urethra, especially for operative procedures, is difhcult if 
not .impossible; also the obstruction is located in the prostatic 
urethra and therefore not accessible to accurate suprapubic in- 
cision. ‘These factors make the surgical treatment of such con- 
genital valves especially difficult. Various special instruments 
have been devised for transurethral excision of congenital valves. 
Such instruments may be successfully used in older children with 
large urethras, but operation is usually indicated when the child 
is so young that the instruments cannot be passed at all or cause 
injury to the infantile urethra. ‘The author, therefore, advises 
perineal urethrotomy, which makes it possible to “by-pass” the 
small pendulous urethra, so that instruments of 16 or 18 F. caliber 
can be introduced easily in young children. In this way the Mc- 
Carthy panendoscope (small sheath) can be used for inspection of 
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the prostatic urethra, and the Bugbee electrode can be employed 
for electroexcision of the obstruction. An illustrative case 1s re- 
ported in a boy 7 years old who had urinary incontinence for 
four years. Perineal urethrotomy was done, and the diagnosis of 
urethral congenital valves established by endoscopic examination. 
These valves were incised at the first operation, but, as the patient 
did not void satisfactorily, a second operation was done for com- 
plete excision of the valves with the Bugbee electrode and cutting 
current. The patient has since been able to void normally with 
no incontinence at any time. 


REFERENCES TO CURRENT ARTICLES 


Surgical Treatment of Varicocele (Tratamiento quirurgico del varicocele). 
Alvarez Alonso. Rev. espan, med. cir. guerra. 2 epoca, 6:6-16, 1943. 


Supernumerary Ureter with Abnormal Opening (Uretére surnuméraire 
avec abouchement anormal). Arthur Bédard and Jules Lavoie, Hotel- 
Dieu, Quebec, Canada. Laval méd., 9:98-102, Feb. 1944. (Report of a 
case successfully operated, and a discussion of embryological cause of 
such abnormalities.) 


Malignant Tumors of the Kidney: Review of 117 Cases. Louis C. Bixler, 
K. Wilhelm Stenstrom and C. D. Creevy, University of Minnesota, 
Minneapolis, Minn. Radiology, 42:329-45, April 1944. 


Circumcision Dressing. B. G. Clarke (Lieut. (j.g), M. C., U.S.N.R.). Am. 
J. Surg., 64:129-30, April 1944. (Describes dressing used in 38 cases of 
circumcision.) 


he Surgical Management of Cryptorchidism. Robert E. Cone, Galves- 
ton, Texas. Ann. Surg., 119:591-4, April 1944. (Suggestions for im- 
provement in management of cryptorchidism and recommendation of 
Keetley-Torek procedure or one of its modifications. Endocrine therapy 
contraindicated except in cases with definite endocrinopathy.) 


Renal Calculo-viscero Urologic Complex. O. W. Davidson, Kansas City, 
Kan. J. Kansas M. Soc., 45:73-74, March 1944. (Case Report.) 


A Set of Needles for Suturing the Renal Parenchyma. John E. Dees, 
Durham, N. C. Surg., Gynec. & Obst., 78:409-10, April 1944. (Describes 
a set of three needles, two curved and one straight, and the author’s 
technique of suturing the renal parenchyma.) 


Management of Large Vesical Calculi. Ira G. Downer, Wayne Univ. Col- 
lege of Medicine, Detroit, Mich. J. Michigan M. Soc., 43:214-19, March 
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1944. (Report of a case, successful removal of a yesical calculus weighing 
289 gm.; general discussion of important factors in the management of 
such cases and review of literature.) 


Torsion of the Testicle on the Epididymis. Charles Ferguson (Surgeon 
(R), U.S.P.H.S.) Mil. Surgeon, 94:167-68, March 1944. (Report of a 
case.) 

The Significance of the Lymphatic System of the Human Kidney (Die 
Bedeutung des Lymphgefisssystems der menschlichen Niere). Otto 
Fresen, Pathologischen Institut der Med. Akad. Diisseldorf. Klin. 
Wehnschr. 22:664-66, Oct. 30, 1943. 


Kidney Tumors. Classification, Review of Symptoms, Methods of Diag- 
nosis, Therapy, and End-Results. William E. Howes, Brooklyn, N. Y. 
Radiology, 42:319-28, April 1944. (Study based on 47 cases observed at 
the Brooklyn Cancer Institute.) 


Further Report on Suprapubic Prostatectomy with Primary Closure of the 
Bladder (Weiteren Bericht zur suprapubischen Prostatektomie mit pri- 
marem Blasenverschluss). ‘IT. Hryntschak, Vienna. Zentralbl. f. Chir., 
70: 1397-99, 1943. 


Chordoma: Report of a Case. William E. Keane, Wayne Univ. College of 
Medicine, Detroit, Mich. J. Mich. M. Soc., 43:232-33, March 1944. (Re- 
port of a case, producing unusual bladder disturbances; tumor removed. 
General discussion of diagnosis and treatment.) 


Instrumental Removal of a Two-and-a-Half-Pound Bladder Calculus, with 
Recovery. Frank H. Lepreau, Jr., and Ralph H. Jenkins, Yale Univ. 
School of Medicine, New Haven, Conn. New England J. Med., 229:937- 
38, Dec. 16, 1943. (Case report; complete recovery followed removal ot 
stone.) 


Union of Pathologic Fracture of Femur Following Castration for Carci- 
noma of the Prostate. Anthony W. Middleton, Salt Lake City, Utah. 
Am. J. Surg., 64:144-46, April 1944. (Report of a case in which bilateral 
orchidectomy was followed by regression of the prostatic cancer, im- 
provement in general health and healing of a pathologic fracture of the 
femur—a bone metastasis.) 
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39. Gynecologic Surgery 


THE SCALENUS ANTICUS SYNDROME AS A COMPLICA- 
TION AFTER GYNECOLOGIC OPERATIONS 


W. T. POMMERENKE and W. A. RISTEEN 
Rochester, N. Y. 


From the Departments of Obstetrics and Gynecology and of Surgery of the University of 
Rochester School of Medicine and Dentistry and Strong Memorial Hospital 
(Am. J. Obst. & Gynec., 47:395-401, March 1944 


The increasing frequency of detection and proof of compres- 
sion of portions of the brachial plexus and subclavian artery by 
traumatic lesions of the scalenus anticus muscle indicates that this 
condition is one of the more prevalent causes of pain and unex- 
plained vascular disturbance of the upper extremity. Similarity 
exists between the syptomatology of the scalenus anticus syndrome 
and that often associated with a clinical cervical rib. Further- 
more, gross clinical findings in the two groups are similar save for 
the x-ray visualization of the extra rib. The symptoms are usually 
divided into: (1) nerve; (2) vascular components. ‘The present 
writers feel that a third component comprised of sympathetic 
nervous system phenomena should be included. Combinations 
of these groups may be encountered. Reference of the pain may 
be to any area supplied by the brachial plexus, but the ulnar dis- 
tribution is most often affected. Pain may, however, be referred 
to the spine, elbow, shoulder, lateral side of the neck or scapular 
area. Numbness, paresthesia and hypesthesia over the ulnar dis- 
tribution may be frequent complaints. The objective findings 
are predominantly those of ulnar nerve area hypesthesia and may 
be outlined over the small and ring fingers and over the lateral 
hand and wrist borders. ‘The muscles become weak and atrophied, 
and the artery lying beneath the scalenus anticus muscle is usually 
compressed by the lesion. Pressure above the origin of the muscle 
will reproduce the symptom complex. ‘This fact is of diagnostic 
value. The patient may assume a peculiar body attitude to relieve 
pain. In occasional patients, typical attacks of migraine may be 
brought on by heavy lifting or other strenuous work or by pres- 
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sure on the scalenus anticus. ‘The recently traumatized muscle 
appears congested, hemorrhagic and swollen. In severe injury, 
degeneration may occur. Inflammation, organization, fibrosis and 
muscle shortening may occur. Tendinous bands may form and 
pass posteriorly and attach or be applied to the subclavian artery 
or brachial plexus, causing angulation and the characteristic 
syndrome. 

The authors report in detail 4 typical cases of this syndrome 
in which the etiologic relationship to a gynecologic operation 
seems definitely established. Protracted symptomatology, despite 
palliative treatment, was a feature in the cases reviewed. It is the 
opinion of the authors that faulty positioning of the patient on the 
operating table was the etiologic factor. Placing the patient in the 
severe Trendelenburg position, while it greatly facilitates pelvic 
surgery by invoking the aid of gravity in helping to remove the in- 
testines from the immediate operative area, nevertheless may be a 
definite cause of danger. If this position is actually required, the 
patient should be maintained in this position as briefly as possible. 
The shoulder braces should be well padded. ‘The anesthetist 
should exercise special caution in not causing needless hyperexten- 
sion of the head. By placing appropriate, well-padded straps 
about the ankles and feet, a method of applying traction to the 
lower extremities is available whereby one is enabled with safety 
to suspend the patient partially by the lower extremities. ‘This 
relieves the shoulders of the need of supporting a great share of 
the body’s weight. If fluid must be administered, there should be 
great care exercised in abduction of the arm. Insertion of an in- 
travenous needle into the great saphenous vein just above the in- 
ternal malleolus obviates the need for abducting the arm for this 
purpose. 5 references. 3 figures. 


REFERENCES TO CURRENT ARTICLES 


Malignant Cystadenoma of the Ovary with a Pleural Effusion (Meigs’ 
Syndrome). Horace B. Anderson, Johnstown, Pa. Pennsylvania M. J., 
47:671-75, April 1944. (Case report.) 

A Portio Carcinoma Discovered Colposcopically (Ein  kolposkopisch 
entdecktes Portio-Carcinom). G. Athanassiu. Klin. Wehnschr., 22:711, 
1943. 
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Pelvic Reactions to Infections; a Study of 493 Operative Cases. Channing 
W. Barrett and A. F. Lash, Cook County Hospital, Chicago, Ill. Am. J. 
Surg., 64:45-54, April 1944. (Presents an analysis of 493 cases of pelvic 
infection in which operation was necessary. It was found that. pyogenic 
organisms, rather than the gonococcus, play “the chief role” in destroy- 
ing the female pelvic organs. ‘The mortality in this series of cases was 
1.42 per cent, the lowest reported in literature.) 


The Management of Carcinoma of the Corpus Uteri. James A. Corscaden, 
New York, N. Y. New York State J. Med., 44:986-91, May 1, 1944. (A 
review of present-day methods of treatment; concludes that treatment 
should be a combination of radium, x-ray and surgery; “greatest room 
for improvement” lies in technic of radium therapy and in determining 
the order in which the three methods of treatment shall be employed. 
Still more important is earlier diagnosis and treatment.) 


Culdoscopy; a New Method in the Diagnosis of Pelvic Disease. Albert 
Decker and Thomas H. Cherry, New York Post-Graduate Medical 
School and Hospital. Am. J. Surg., 64:40-44, April 1944. (Describes 
technic for use of the culdoscope, and discusses advantages of this method 
for diagnosis of pelvic disease and tumors, and the study of sterility in 
the female.) 


Origin of Ovarian Adhesions trom Organized Liquor Folliculi in the 
Rhesus Monkey. Carl G. Hartman, Univ. of Hlinois, Chicago, Il. 
Surg., Gynec. & Obst., 78:391-96, Apr. 1944. (Describes adhesions ex- 
tending from the ovary in the tubal fimbriae or omentum observed in 
monkeys; not known whether such adhesions occur in women.) 


Thecoma of the Ovary, Associated’ with Pleural Effusion and Ascites; 
Meigs Syndrome. Martin Perlmutter, Brooklyn, N. Y. Ann. Int. Med., 
20:132-40, Jan. 1944. (Report of a case, successfully operated.) 


Genital Fistulas in Women. Louis E. Phaneuf, Boston, Mass. Am. J. 
Surg., 64:3-27, April 1944. (Presents a review of the life of J. Marion 
Sims and “the story” of his successful operation for vesicovaginal fistula. 
Discusses the modern technic of repair of vesicovaginal fistula and re- 
ports 26 cases. Describes technique for repair of complete laceration of 
the perineum and vesicovaginal fistula and reports 110 cases.) 


The Use of Carbolic Acid (Phenol) in the Treatment of Bartholinian 
Abscess. George W. Phelan, Long Island College Hospital, Brooklyn, 
N.Y. Am. J. Surg., 64:28-29, April 1944. (Describes a method of treat- 
ing Bartholinian abscess by application of cotton impregnated with car- 
bolic acid in the abscess cavity, under general anesthesia.) 


Evaluation of Vaginal Hysterectomy. Walter J. Reich and Mitchell J. 
Nechtow. |. Internat. Coll. Surg., 6:517, Nov. 1943. 
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Che Surgical Treatment of Dysmenorrhea. Wyatt C. Simpson, Gadsden, 
Ala. J. M. A. Alabama, 13:291-93, March 1944. (Resection of the su- 
perior hypogastric plexus in 20 patients.) 


Air-containing Traumatic Implantation Cysts of the Vagina (Lufthaltige 
Traumatische Implantationscyste der Scheide). Franz Szell6. Aus der 
Geburts- und Gyniakologischen Klinik der Kgl. ung. Elisabeth-Univer- 
sitat in Pecs. Arch f. Gynak., 174:607-19, 1943. 


Hematocolpometra; Report of a Case with Complications. Howard Traf- 
ton and Earl E. Ewert, Boston, Mass. Lahey Clin. Bull., 3:216-23, Jan. 
1944. 


Lymphatics of the Human Vagina (Ueber die Lymphgefasse der mensch- 
lichen Vagina). Karl Vereby. Pecs. Arch. f. Gynak., 174:576-83, 1943. 


40. Vascular Surgery 


REFERENCES TO CURRENT ARTICLES 
Cardiovascular Injuries in the War. A. M. Master (Commander, M.C., 
U.S.N.R.). Mil. Surgeon, 94:265-68, May 1944. (General discussion of 
types of injuries and principles of treatment.) 


Gangrene of the Finger Following Digital Nerve Block; a Report of Eight 
Cases with Discussion of the Gangrene Pathogenesis. Eugene Everett 
O'Neil and John Joseph Byrne, Boston Univ. School of Medicine, Boston, 
Mass. Am. J. Surg., 64:80-87, April 1944. (Concludes that if digital 
nerve block is to be used no solution containing adrenalin and no tourni- 
quet should be employed; and only a small quantity of the anesthetic 
solution.) 


Arteriovenous Fistula; Report of Four Cases. William C. Reed (Lieut. 
Col., M.C., U.S.A.) and Walter F. Dillon (Capt., M.C., U.S.A.). Mil. 
Surgeon, 94:261-65, May 1944. (In all 4 cases the fistula was caused by a 
penetrating wound—knife or bullet wound. A successful operation, ex- 
cision of the aneurymal sac, was done in 2 cases.) 


The Operative Attack on Organic Peripheral Vascular Disease. I. Ridgeway 
Trimble, William S. Cheney and William R. Moses, Baltimore, Md. 
From the Surgical Service of the Baltimore City Hospitals. Surgery, 
15:655-78, April 1944. (Study based on a series of 59 cases.) 
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41. Arteries 








LATERAL VASCULAR SUTURE IN ANEURYSM OF THE 
CAROTID FOLLOWING GUNSHOT INJURY (Die 
seitliche Gefdssnaht beim Schussverletzung) 


HERBERT JUNGHANS 
Aus der Chirurgischen Universitatsklinik Frankfurt a.M. 


Arch. f. klin. Chir., 205:149-62, 1943 


In aneurysm of the carotid, lateral vascular suture after re- 
moval of the aneurysmal sac is the procedure of choice if the ar- 
terial opening involves only a small portion of the wall. Suture of 
the simultaneously injured inferior jugular vein is not necessary; 
rather its ligation and simultaneous partial resection facilitate 
the operation. As in any arterial suture, the flow of blood is 
slightly obstructed. The obstructed blood flow provided by 
venous resection constitutes an advantage as in this way the blood 
supply to the brain is better regulated than when the vein is open 
and the blood flows too freely, resulting in cerebral anemia. ‘The 
author reports 7 cases of wounds with 8 carotid aneurysms, all 
treated by lateral vascular suture. ‘To prevent postoperative in- 
fection, the operation is done on an average of six weeks after 
injury. One patient died of hemorrhage due to rupture of the 
arterial suture following acute infection after hemorrhage by ex- 
tension of infection. 

In nearly all aneurysms, there are arteriovenous communica- 
tions of varying type. An eighth patient is described in 
whom cicatrization led to a pseudoaneurysm of the common caro- 
tid artery. 7 figures. 

REFERENCES TO CURRENT ARTICLES 
Surgical Indications in Peripheral Arterial Circulatory Disturbances (Zur 
Operationsindikation peripherer arterieller Durchblutungsst6érungen). 
Gerd Habelmann, Berlin. Zentralbl. f. Chir., 70:1302-12, 1943. 
Arteriovenous Aneurysms of Two Large Arterial Trunks (Arteriovenéses 
Aneurysma zweier grossen Schlagaderstamme). K. E. Herlyn. Zentralbl. 
f. Chir. 70:1294-98, 1943. 


Abdominal Aortic Aneurysm. Rupture into the Jejunum Preceded by 
Occult Blood in the Stool. Glenn I. Hiller and Richard M. Johnson, 
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Eloise, Mich. From the Department of Medicine, William J]. Seymour 
Hospital. Am. J]. M. Sc., 207:600-6, May 1944. 


Simplified Technic of the van Leersum Carotid Loop Operation. The 
Pedicled Loop (Vereinfachte Technik der van Leersumschen Carotis- 
schlingenoperation. Die Gestielte Schlinge). Frnst Huf. Klin. 
Wehnschr, 22:322-23, April 17, 1943. 

Traumatic Arterial Spasm Resulting in Gangrene of the Upper Extremity. 
Frederic W. Taylor (Commander M.C., U.S.N.R.) and Roderick L. 
Tondreau (Lieut., M.C., U.S.N.). U.S. Nav. M. Bull., 42:911-15, April 
1944. (Report of a case of injury to the arm in which traumatic arterial 
spasm resulted in gangrene, in spite of injection of the cervical ganglia 
with novocain. Papaverine not available; its use was indicated as a 
vasodilator. Amputation was necessary.) 


42. Veins 


REFERENCES TO CURRENT ARTICLES 


Venesection. (Der Aderlass). Dietrich Briick, Erfurt. Wien. med. 
Wcehnschr., 93:61-63, 1943. 


Therapy and the Basic Principles of Varicose Symptom Complex Recti. 
William Frankman, Wollaston, Mass. M. Rec., 157:215-18, April 1944. 

Varicose Veins of the Abdominal Wall; Report of a Case Demonstrated by 
Infra-Red Photography. Elmer F. Gooel (Capt., M.C., A.U.S.). Am. ]. 
Surg., 64:135-38, April 1944. (In the case reported, no varicosities were 
present elsewhere; demonstration of the extent and connections of the 
varicosed veins by infra-red photography was of aid in determining the 
points to be ligated.) 

Venography in Primary Axillary Vein ‘Thrombosis. Eric Samuel. Brit. J. 
Radiol., 17:83-85, March 1944. (Report of a case with description of 
technique of venography.) 


43. Orthopedic Surgery 


REFERENCES TO CURRENT ARTICLES 


Orthopaedic Surgery in Treatment of Wounds. Arthur E. Porritt (Lieut. 
Col., R.A.M.C.). Mil. Surgeon, 94:335-36, June 1944. (Discusses treat- 
ment of wounds involving injuries to the bones and joints, especially 
fractures and amputations.) 
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Circulatory Changes Following Esmarch’s Ischemia (Kreislaufveranderun- 
gen nach Esmarchscher Blutleere). H. Schureck and W. H. A. Schéttler. 
Klin. Wehnschr., 22:477-81, July 24, 1943. 


44. Fractures 


COMMINUTED FRACTURES OF THE DISTAL END OF 
THE RADIUS 
ROGER ANDERSON and GorpDoN O’NEIL 


Seattle, Washington 


Surg., Gynec. & Obst., 78:434-40, April 1944 


In order to prevent deformities and loss of function following 
comminuted fractures of the distal end of the radius the author 
has employed a method of castless fixation with immediate move- 
ment of the fingers. With this method a medium 0.060 Kirschner 
wire is passed perpendicularly through the distal one-third of the 
shaft of the second metacarpal at an angle. This wire is connected 
to a miniature holder or U for traction. For countertraction two 
half-pins of large 0.080 wire are inserted into the lateral aspect of 
the radius at an angle, just above the fracture site and jointed 
together into a half-pin fracture unit. Manual reduction is done 
under adequate anesthesia; sufficient traction must be exerted to 
restore the radius to normal length, as shown by roentgenograms, 
in comparison with roentgenograms of the opposite wrist, if neces- 
sary. [he patient should be directed to begin movements of the 
fingers immediately, and subsequently to use the fingers freely. 
In cases where soft tissue injuries or other fractures of the radius 
make it impossible to use transfixion, countertraction may be ex- 
erted by means of a cast extending to the upper arm with the 
elbow at right angles; if there is evidence of shortening, traction 
should be increased. ‘The period of traction should be longer than 
the generally accepted time, 1.e., for two or three months, provided 
that the fingers and hand are actively used during this period 
“every hour of the day.”’ 








552 QUARTERLY REVIEW OF SURGERY 


THE TREATMENT OF OLD INFECTED AND UNUNITED 
FRACTURES OF THE LEG 
J. ALBerT Key 


Washington Univ. School of Medicine, St. Louis, Mo. 


Clinics, 2:1014-29, Dec. 1943 


Good results can usually be obtained in old fractures of the 
leg if there is sufficient soft tissue to cover the bone and if the 
foot is in good condition. Infection present in the soft tissues and 
in the bone must be eliminated by a combination of surgery and 
the use of sulfathiazole by mouth and locally. In cases in which 
the fracture is united, but remains infected, the treatment is 
essentially that of the chronic osteitis or osteomyelitis. In un- 
united fractures without infection, or from which infection has 
been eliminated, the walking cast may be used in cases where 
the fracture is “roughly transverse.’ In cases in which the frac- 
ture is oblique or comminuted with the fragments in good posi- 
tion and united by fibrous tissue or fibrocartilage, and the ends 
not markedly atrophied, multiple drilling, with application of a 
light plaster cast, is indicated. In early ununited fractures where 
the position of the fragments is not satisfactory or if soft tissue is 
interposed between fragments, open reduction with internal fixa- 
tion of the tibia, with wire, screws or plates may be indicated. In 
fractures more than a month old, this should be supplemented by 
multiple drilling, subperiosteal bone graft, or both. In fractures 
with loose fibrous union and in those with loss of substance or 
atrophy of the ends of the fragments, an autogenous bone graft 
should be used. ‘The type of graft used depends upon the condi- 
tions present; no form of graft is used until infection has been 
entirely eliminated. In some cases in which the fragments are in 
relatively good condition, a free graft with multiple drilling gives’ 
good results. If there is comminution or much loss of substance, 
a massive onlay graft with metal screws is employed. In all these 
operative procedures, sulfanilamide is placed in the wound before 
closing. If conditions are such that “a satisfactory extremity” 
cannot be obtained by any operation or series of operations, early 
amputation is indicated. 
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REFERENCES TO CURRENT ARTICLES 


March Fracture; a Common Disability of the Foot in Military Practice. 
Carl E. Bosshardt (Capt., M.C., A.U.S.). Arch. Phys. Therap., 25:41-44, 
Jan. 1944. (A general discussion.) 


Fractures of the Radial and Ulnar Axes: A Unifying Concept. With a 
Description of Certain Carpal Injuries, Including Parallel and Gear Ro- 
tations of the Carpal Bones. Michael S. Burman, Samuel E. Sinberg, 
William Gersh and Adolph A. Schmier, New York, N. Y. Am. J. 
Roentgenol., 51:455-80, April 1944. 


Ambulatory Treatment of Some Common Types of Industrial Injuries and 
Fractures. Earl C. Carr (Capt., M.C., U.S.N.) and Adrian L. Lee 
(Lieut., M.C., U.S.N.R.). U.S. Nav. M. Bull., 42:748-50, March 1944. 
(Discusses advantages of ambulatory treatment of various types of frac- 
tures in naval work. Physiotherapy employed in these cases.) 


Use of Skeletal Traction in the Hand. Milton C, Cobey (Major, M.C., 
A.U.S.), Harvey C. Hansen (Major, M.C., A.U.S.) and Marion H. Morris 
(Capt., M.C., A.U.S.). South. M. J., 37:309-12, June 1944. (Reports 59 
cases of fracture of the bones of the hand; in most of these cases an ordi- 
nary towel clip was used for traction and proved an efficient substitute 
for the Kirschner wire.) 


Pathologic Fracture of the Left Radius in Old Pseudarthrosis of the Elbow 
(Pathologische Fraktur der Speiche links bei alter Pseudarthrose der 
Elle). W. Ehalt. Wien. med. Wchnschr. 93:262, 1943. 

Isolated Fracture of the First Rib Produced by Muscular Traction. Robert 
L. Garber, Cincinnati, Ohio, Radiology, 42:395-96, April 1944. 

Severe Complications and Suppurations Following Medullary Pegging 
(Schwere Komplikationen und Eiterungen bei der Marknagelung). L. 
Giittner. Wien. med. Wchnschr., 93:263, 1943. 

Treatment of War Fractures. R. I. Harris (Lieut. Col., R.C.A.M.C.). Mil. 
Surgeon, 94:246-50, May 1944. (Discusses the general principles of treat- 
ment of war fractures; considers fixation in plaster an important part of 
the management of such fractures.) 

Internal Fixation of Fractures of the Patella with Cotton Suture Material. 
Lyon K. Loomis, New Orleans, La. Surgery, 15:602-5, April 1944. 

Technic for Application of the Auxiliary Cramer Splint (Technik der be- 
helfsmassigen Cramer-Schienen-Verbandes). Ludwig Makowsky. Zen- 
tralbl. f. Chir., 70:1469-72, 1943. 

March Fractures of the Tibia and Femur. Samuel F. Proctor (Lieut. Col., 
M.C., A.U.S.), Thomas A. Campbell (Major, M.C., A.U.S.) and Martin 
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Dobelle (Lieut., M.C., A.U.S.). Surg., Gynec & Obst., 78:415-18, April 
1944. (Reports 7 cases of march fracture of the tibia and one ot the 
femur; the tibia fracture was bilateral in one case. Discusses mecha- 
nism and treatment of these fractures.) 

Treatment of Open Fractures. Kellogg Speed, Univ. of Illinois Medical 
College, Chicago, Ill. J. Michigan M., Soc., 43:33-37, Jan. 1944. (A 
general discussion.) 

The ‘Treatment of Fractures by Physical Therapy. Philip R. Stewart 
(Capt., M.C., A.U.S.). Arch. Phys. Therap., 25:27-33; 40, Jan. 1944. 
(Describes the physical therapy measures found to be of value in treat- 
ment of fractures.) 

Medullary Pegging in Bone Fractures (Zur Marknagelung der Knochen- 
briiche). W. Wagner, Halle. Zentralbl. f. Chir., 70:1250-60, 1943. 


45. Dislocations 


See Index for Related Articles 


46. Bones 


KOSINOPHILIC GRANULOMA OF BONE. A Condition Af- 
fecting One, Several or Many Bones, but Apparently Limited 
to the Skeleton, and Representing the Mildest Clinical Ex- 
pression of the Peculiar Inflammatory Histiocytosis; Also 
Underlying Letterer-Siwe Disease and Schiiller 
Christian Disease 
Henry L. JArrr and Louis LICHTENSTEIN 


New York, N. Y. 
Arch. Path., 37:99-118, Feb. 1944 


The authors believe that eosinophilic granuloma of bone, 
Letterer-Siwe disease and Schiiller-Christian disease, constitute dif- 
ferent clinical expressions of the same basic disorder, which often 
involve the hemopoietic system. Its lesions apparently repre- 
sent a peculiar inflammatory reaction to some as yet unknown in- 
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fectious agent and are characterized cytologically at their start by 
the presence in them of large numbers of histiocytes. A corollary 
of this thesis is the idea that one must remove Schiller-Christian 
disease from the category of primary disorders of lipid metabolism. 
Indeed, it is not Schiiller-Christian disease but only xanthoma 
tuberosum multiplex that constitutes the cholesterol lipid disor- 
der analogue of Gaucher's disease and Niemann-Pick disease. 

In the present paper, the authors attempt to develop the con- 
cept of eosinophilic granuloma of bone as a clinicoanatomic cate- 
gory, to redescribe the lesion of eosinophilic granuloma of bone 
histologically on the basis of wider experience with it, and to show 
how the clinicoanatomic category of eosinophile granuloma of 
bone touches on the categories of Schiiller-Christian disease and 
Letterer-Siwe disease. 

In eosinophilic granuloma of bone, the lesions seem to develop 
only in the skeleton and often only in a single bone, and are given 
a distinctive cytologic imprint by the abundance of eosinophils (es- 
pecially eosinophilic leukocytes) intermingled with the histiocytes. 
‘The lesions do not tend to become scarified, collagenized and lipi- 
dized, heal readily after simple curettage even without supplemen- 
tary roentgen irradiation of the site, and may indeed heal by reso- 
lution even without any therapeutic intervention whatever. 

In Letterer-Siwe disease the histiocytic lesions are widely dis- 
tributed through the soft tissues (especially the lymphoid tissues) 
and the skeleton, the marrow sometimes being extensively affected 
even when there are few actually destructive lesions in the bones. 
With the presence of widespread destructive lesions in the bones 
of the skull, Letterer-Siwe disease may even come to present the 
complete Christian triad of calvarial defects, diabetes insipidus, 
and exophthalmos. ‘Though the lesions in the soft tissues in cases 
of Letterer-Siwe disease do not show infiltration by eosinophils, 
the destructive lesions of bones do show it, especially early in their 
evolution. Indeed, the granulation tissue in such destructive 
skeletal lesions of Letterer-Siwe disease is indistinguishable micro- 
scopically from such tissue in corresponding lesions of eosinophilic 
granuloma of bone. In a case of Letterer-Siwe disease running a 
relatively protracted course of a year or more, one is likely to find 
that some of the lesions (especially those in the skeleton and those 
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in the thymus and the lungs) are becoming scarified, collagenized 
and lipidized, the case thus passing over into the domain of Schiil- 
ler-Christian disease. 

Schiller-Christian disease represents the basic disorder in its 
most chronic and, on the whole, most miscellaneous form, the 
presence or the absence of the Christian triad depending merely 
on whether or not the skull has been widely involved. However, 
any case which is placed in this category should be expected to 
show, as the anatomic prerequisite, at least some lesions which 
have already become scarified, collagenized and lipidized and 
hence classifiable as lipogranuloma. 33 references. 7 figures. 


TREATMENT OF ACUTE OSTEOMYELITIS (A PROPOS 
DU TRAITEMENT DE L’OSTEOMYELITE AIGUE) 


Ls-PH. Roy 


Hotel Dieu, Quebec, Canada 


Laval méd., 9:92-97, Feb. 1944 


Since the discovery of the sulfonamides, the treatment of acute 
osteomyelitis has become more conservative than formerly. ‘The 
usual treatment consists in immobilization of the affected ex- 
tremity and the administration of a sulfonamide by mouth in a 
dosage sufficient to maintain an adequate blood concentration of 
the drug employed. If an abscess has formed or develops under 
treatment, this should be opened and adequately drained. If the 
x-rays show definite disease of the bone, a trephining operation is 
indicated. Early resection is certainly less frequently indicated 
than before the use of the sulfonamides, as these drugs definitely 
localize the infection. ‘Three cases are reported treated by im- 
mobilization, administration of a sulfonamide, and drainage of lo- 
calized abscess, in which healing occurred without the formation 
of a sequestrum and without any further operation. 


REFERENCES TO CURRENT ARTICLES 
Diagnostic Significance of Serum Alkaline and Acid Phosphatase Values in 


Relation to Bone Disease. Henry L. Jaffe and Aaron Bodansky, New 


York, N. Y. Bull. New York Acad. Med., 19:831-48, Dec. 1943. (An in- 
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crease in alkaline phosphatase occurs in bone disease associated with new 
formation of osseous tissue; an increase in acid phosphatase in bone 
metastases of prostatic carcinoma.) 


letany Due to Deficiency in Magnesium; Its Occurrence in a Child of Six 
Years with Associated Osteochondrosis of Capital Epiphyses of Femur 
(Legg-Perthes Disease). John Fleek Miller (Major, M.C., A.U.S.). Am. 
J. Dis. Child., 67:117-19, Feb. 1944. (Report of a case.) 


47. Joints 


SYNOVIAL CYSTS OF THE POPLITEAL SPACE; CLINI- 
CAL SIGNIFICANCE AND TREATMENT 


G. EpMUND HAGGART 


Lahey Clinic, Boston, Mass. 


Lahey Clin. Bull., 3:243-49, April 1944 


In 34 patients with synovial cyst of the popliteal space oper- 
ated on, the condition was bilateral in one instance; thus 35 cysts 
were explored and removed. Following operation, the range of 
motion of the knee joint was normal, and there was no swelling of 
the knee or lower leg. One patient shows a possible recurrence 
three years after operation—a fullness in the popliteal space but 
not the presence of a mass such as was present previous to opera- 
tion. Synovial cysts of the popliteal space are due either to a pos- 
terior herniation of the knee joint capsule or to hyperplasia of one 
of the adjacent bursae. In the cases in which a true herniation of 
the knee joint capsule was present, the majority of the patients 
gave a history of trauma involving a sudden, forcible hyperexten- 
sion of the knee; this type of injury is probably “‘of real signifi- 
cance’ as a causative factor. In the cases of hyperplastic bursa, 
a history of trauma was also frequent, but in no case was the injury 
of a type involving forcible hyperextension of the knee. 

The chief symptoms in the cases reported were “aching dis- 
comfort’”’ and recurrent swelling of the knee; when the cyst was 
large there was also intermittent swelling of the lower leg and 
ankle, especially after prolonged standing. With the knee flexed, 
a ball-like mass of “‘elastic’’ consistency, indicating contained fluid, 
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could be palpated; except in obese patients, the cyst was visible 
with the knee joint in hyperextension. Roentgenograms were 
normal unless some degree of degenerative arthritis was present, 
especially in older patients. 

In all but the first 2 of these cases, a midline incision over the 
popliteal space was employed at operation; the deep fascia was 
incised in the same line and the cyst exposed by blunt dissection; 
the incision was lengthened as necessary to expose the cyst com- 
pletely. For the removal of the cyst, dissection was begun in the 
distal part of the incision, progressing toward the midpopliteal 
region; freeing the cyst usually involved cutting away some of the 
tendon fibers. In cases of posterior herniation, there was often 
a communicating channel between the cyst and the knee joint. 
Special care was taken to close every such communicating channel; 
if the walls were rigid, fibers from an adjacent tendon or fascia lata 
were employed. More than one communicating channel may be 
present in a multilocular cyst, making it necessary to open the cyst 
and examine its inner wall carefully before removing it. This is 
of special importance in preventing recurrences. The patient is 
in the prone position for operation, but is moved to the supine 
position before application of the cast which reaches from the high 
thigh to the ankle, the knee being in full extension. ‘The patient 
is urged to contract actively the quadriceps muscle during the 
period of wearing the cast (ten days); after removal of the cast, 
“progressively more active muscular exercises’ are encouraged, 
followed by progressive weight-bearing. 


PERIARTHRITIS OF THE SHOULDER JOINT 
ARTHUR STEINDLER 


lowa City, Ia. 


J. lowa M. Soc., 34:134-38, April 1944 


Following a brief review of the pathologic concept of subdel- 
toid bursitis and its clinical pathology, including complete rupture 
of the supraspinatus tendon, incomplete rupture of the supra- 
spinatus muscle, and bursitis, the author proceeds to discuss the 
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treatment of this condition. Conservative treatment may be rec- 
ommended in certain cases of bursitis, such as acute cases, spas- 
modic cases, the adhesive type of case with solitary adhesions and 
rare cases of spontaneously disappearing deposits. In general, 
conservative treatment consists of rest and immobilization, alter- 
nating with passive mechanotherapy and the application of heat. 
There are three additional measures which can be applied with 
advantage in the early stages, namely, novocain infiltration, needle 
laceration of the tendon (Milgram), and by injections or irriga- 
tions of the bursa. Good results have also been obtained with 
radiotherapy (100 to 120 roentgen units, application varying from 
six to twelve minutes). 

Surgical treatment is advocated in cases of adhesive bursitis 
with broad adhesions, the so-called frozen shoulders, which do not 
yield to conservative measures. ‘These will require incision of the 
bursa and division of the adhesions. Operation is also required in 
cases of chronic nonadhesive bursitis. In these an exploratory in- 
cision should be made and the offending irregularity removed or 
the entire bursal sac taken out. ‘Thickened folds, small osteo- 
phytes, and calcareous deposits at the base of the bursa can be 
properly dealt with. 

Tendinous tears are distinctly localized lesions and, unless 
spontaneous healing occurs, should be operated upon. Only the 
partial ruptures of the supraspinatus tendon will go on to healing; 
total ruptures are practically all operative problems. ‘The author 
uses the so-called sabre-cut incision, carrying it well backward, 
but first removing an ample portion of the acromion in order to 
gain access to the insertion of the supraspinatus tendon. After- 
treatment is begun in manipulative cases a very few days after 
manipulation, and in operative cases as soon as the wound is 
closed. In cases of tendon suture it begins a few weeks after the 
operation. If the arm is to be brought up by splints, one must see 
that the position of abduction and outward rotation is changed 
only gradually. 

In cases of supraspinatus tears with or without calcified de- 
posits, the results, on the whole, were good in 80 per cent of cases. 
The standard for good results was no pain and free abduction in 
the scapulohumeral joint to 90 degrees or more. Best results are 
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obtained in cases of complete rupture of the supraspinatus tendon. 
Next are the cases of calcified deposits which persist in the bursa 
and do not become absorbed. Operative results in excision of the 
bursa are much less encouraging. ‘There were 50 per cent good 
and 50 per cent poor results. Better operative results are obtained 
by complete excision of the bursa than by mere freeing of adhe 
sions. 4 references. 7 figures. 


REFERENCES TO CURRENT ARTICLES 
Treatment of Acute Knee Injuries, with Special Attention to the “Weak 
Knee” Syndrome. Chalmers R. Carr (Lieut. Commander, M.C., U.S.N.) 
and G. Edmund Haggart (Senior Surgeon (R), U.S.P.H.S.). U.S. Nav. 
M. Bull., 42:787-97, April 1944. (Presents a “program” for the conser- 
vative treatment of knee injuries designed to prevent the “weak knee” 
syndrome following such injuries.) 


A Method for Fusion of the Wrist. Paul C. Colonna, Univ. of Pennsyl- 
vania School of Medicine, Philadelphia, Pa. South. M. J., 37:195-99, 
April 1944. (Discusses indications for, and describes the technique of 
an operation for fusion of the wrist using a rib graft.) 


Tennis-Elbow. James Cyriax. Brit. J. Phys. Therap., 7:24-25, Jan.-Feb. 
1944. (Brief discussion of treatment of various types with special refer- 
ence to physical therapy.) 


On Forcible Flexion of the Knee Joint Ankylosed in Extension Following 
War Injury (Ueber die gewaltsame Beugung des im Streckstellung 
verstiften Kniegelenks bei Kriegsgechadigten). Otto v. Frisch. Zen- 
tralbl. f. Chir., 70:1112-17, 1943. 


Pyogenic Coxitis; End-Results and Considerations of Diagnosis and 
Treatment. Paul H. Harmon, Sayre, Pa., and Carroll O. Adams (M.C., 
U.S.A.). Surg., Gynec. & Obst., 78:371-90, April 1944. (Reports a study 
of types of infections, methods of treatment and end-results in 147 hip 
joints in 132 patients.) 


The Treatment of Gunshot Injuries of the Joints (Die Behandlung der 
Gelenkschiisse). Hans Hellner. Zentralbl. f. Chir., 70:1282-94, 1943. 


Treatment of Flail Knee Following Internal Knee Injuries and Fractures 
of the Head of the Tibia (Die Behandlung des Wackelknies nach Knie- 
gelenksbinnenverletzungen und Briichen des Schienbeipkopfes). W. 
Kénig. Norstadt, Hannover. Zentralbl. f. Chir., 70:1463-66, 1943. 


Mobilization of the Synovial Membrane for Plastic Repair of Large De- 
fects of the Capsule of the Knee Joint (Die Mobilisierung der Synovial- 
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membran zur plastischen Deckung grdésserer Defekte der Kniegelenk- 
kapsel). F. Kroh. Zentralbl. f. Chir., 70:1466-69, 1943. 


Primary Malignant Neoplasm of the Shoulder Joint, with Report of a 
Case. Harry A. Olin, Chicago, Ill. Radiology, 42:359-67, April 1944. 


Experiences with Resection of the Knee Joint According to Westhues (Er- 
fahrungen mit der Kniegelenkresektion nach Westhues). Arnold Robbe, 
Warsaw. Zentralbl. f. Chir., 70:1109-12, 1943. 


The Boloscope as an Aid in Detecting Roentgenologically Demonstrable 
Diseases of the Bones, Joints and Soft Tissues (Das Boloskop als Siel- 
gerat zum Autsuchen r6ntgenologisch darstellbarer Knochen-Gelenk- 
und Weichteilerkrankungen). Ludwig Ruland, Zentralbl. f. Chir., 70: 
1313-17, 19453. 


Acute Suppurative Arthritis of the Hip in Childhood. Peter E. Russo, 
Department of Radiology, State University and Crippled Children’s 
Hospitals, Oklahoma City, Okla. Am. J. Roentgenol., 51:447-54, April 
1944. 


The Early Diagnosis and Early ‘Treatment of Congenital Dislocation of 
the Hip. Frederick R. Thompson, St. Luke’s Hospital, New York, N. Y. 
New York State J. Med., 44:1095-1102, May 15, 1944. (Describes the 
x-ray findings in congenital dislocation of the hips in young infants; 
conservative treatment by a plaster cast; and operative treatment indi- 
cated if conservative treatment fails.) 

Treatment of Violently Suppurating Gunshot Injuries of the Knee (Die 
Behandlung des stiirmisch-vereiternden Kniegelenkschusses). O. Wust- 


mann. Zentralbl. f. Chir., 70:1458-62, 1943. 


Calcified Bursitis. H. H. Young. Proc. Staff Meet. of Mayo Clinic, 
19:250-3, May 17, 1944. (Case report.) 


48. Tendons 


See Index for Related Articles 
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49. Amputations 


TRACTION OF SOFT TISSUES: A NEW METHOD 
FOLLOWING AMPUTATION 
JosepH L. MaGratH (Major, M.C., A.U.S.) 


Mil. Surgeon, 94:373-74, June 1944 


In amputation when there is potential or actual infection, 
primary closure is never performed. ‘The stump is left open and 
traction is applied to the soft tissues to prevent retraction. Strips 
of adhesive tape “in varying patterns” have been used for soft 
tissue traction; there are many objections to this use of adhesive 
tape, especially in warm climates. ‘The tape tends to become wet 
and soiled; it also tends to macerate and “pull away” the skin, 
leaving denuded areas, often resulting in folliculitis, dermatitis or 
crusting. The objective of soft tissue traction after amputation is 
to counteract the normal retraction of the muscles and the at- 
tached fascia, fat and skin. ‘The author has devised a method 
for soft tissue traction using lucite “anchors” with perforations. 
The “anchors” are cold sterilized. After amputation, the skin is 
sterilized with any suitable antiseptic. A silkworm gut or metal 
wire suture is passed through the fascia, fat and skin (in that 
order), through one of the outer perforations, across the lucite 
anchor through the other outer perforation and then through 
skin, fat and fascia; four or more “anchors” are used in this way. 
The ends of the sutures are adjusted so that all lengths are equal, 
then tied together or to a fastener. ‘The bandages are then 
placed. If the patient is returned to bed, a fine sash cord rope 
is tied to the ends of anchor sutures, and pressed through a pulley; 
traction is exerted by weights, 5 to 10 pounds usually being sufh- 
cient. If the patient is to be transported to another hospital, a 
Thomas splint or “makeshift” Spanish windlass may be used in 
transit. ‘The strands of the four sutures may be kept at any dis- 
tance from each other by means of a cruciate notched spreader. 
With this form of traction dressings may be easily changed, and 
skin irritation or infection does not occur. 
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REFERENCES [TO CURRENT ARTICLES 
Interinnomino-abdominal Amputation for Chondrosarcoma and Extensive 
Chondroma: Report of Two Cases. R. K. Ghormley, M. S. Henderson 


and P. R. Lipscomb. Proc. Staff Meet. Mayo Clinic, 19:193-99, April 
19, 1944. 


Indications for Amputation on the Battle Field (Las indicaciones de la 
amputacion en campana). H. Hellner. Rev. san mil., Buenos Aires, 
$2:627-36, 1943. 

Fractured Pelvis Complicated by Gangrene of Extremity-Amputation under 
Refrigeration Anesthesia. Harry E. Mock and E. H. Tannehill, Chicago, 
Ill. Surg., Gynec. & Obst., 78:429-33, April 1944. (Reports 2 cases; 
thigh amputations with recovery.) 

Orthopedic Treatment for Loss of Toes (Zur orthopadischen Versorgung 
bei Zehenverlust). Herbert Moser. Zentralbl. f. Chir., 70:1506-10, 1943. 


Amputations and Prostheses (Amputationen und Prothesen). Storck. Klin. 
Wehnschr., 22:710, 1943. 


50. Traumatic Surgery 


See Index for Related Articles 


51. Burns 


INFECTED BURNS AND SURFACE WOUNDS 
D. C. BopeNHAM (Flight Lieut., R.A.F.) 


Lancet, 2:725-28, Dec. 11, 1943 


Deep burns and almost all surface wounds of war destroy the 
skin completely, and such wounds rapidly become infected. Con- 
tamination can be prevented to some extent by first-aid treatment. 
On admission to the hospital, the burn or other surface wound is 
thoroughly cleaned with cetavlon (cetyl trimethyl ammonium 
bromide), loose epithelium and dirt are removed with instruments 
“using full aseptic technique,’ and the whole area again washed 
with cetavlon. In 75 cases recently treated, the author has used 
penicillin for dressing burns and surface wounds after the pre- 
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liminary cleansing. In some cases a powder was used containing 
sulfanilamide with 5 per cent light magnesium oxide, to which 
penicillin was added to give a strength of 1,000 units per gram 
of the mixed powder. In other cases a cream base was used made 
with lanette wax and soft paraffin with penicillin in a concentration 
of 100 units per gram. The best results were obtained with the 
cream applied every twenty-four hours. The wound may become 
“soggy” after the cream has been applied for a week. This can 
be overcome to a great extent by spreading the cream on tulle- 
gras laid on a piece of 6-inch bandage, and laying the tulle-gras 
and bandage on the wound. If the surface exudate from the 
wound is slight, or if “dry conditions” are desired, the powder 
instead of the cream can be employed. It has been found that 
with the penicillin treatment streptococcal and staphylococcal in- 
fections are promptly overcome; penicillin is effective against some 
strains of streptococci resistant to sulfonamides. ‘The granulations 
are usually delicate and “velvety” and conditions are favorable for 
early skin grafting when this is indicated. Penicillin has also 
been used for the treatment of infected granulations before skin 
grafting; for this purpose a pressure dressing should be applied 
twelve hours before the grafting operation and the part elevated. 
In 15 cases penicillin was applied under skin grafts on non- 
infected surfaces without any reduction in the percentage of takes. 
This method may prove of value in the immediate grafting of 
wounds. 


THE TREATMENT OF BURNS COMPLICATED BY FRAC- 
TURES OF THE EXTREMITIES 
Major Harry J. WARTHEN, JR., M.C., A.U.S. 


Greensboro, N. C. 


Ann. Surg., 119:526-52, April 1944 


When a burned patient receives a fracture as well, the treat- 
ment of both conditions becomes more difficult. ‘The majority of 
these accidents results in death before medical aid can be given. 
A questionnaire sent to a number of Army Air Fields indicated a 
total of 12 cases that had been successfully treated. In a patient 
who has received a burn and a fracture which do not involve the 
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same anatomic region, the question as to which condition should 
be treated first will depend upon the nature and extent of the 
individual injuries. ‘The initial general treatment is the same for 
both injuries. Shock must be prevented or treated immediately 
by injection of plasma. Pain is controlled by 16 or 32 mg. of 
morphine. Chemotherapy, which is begun immediately, is indi- 
cated in both burns and in compound fractures. ‘The local treat- 
ment of the burn and fracture can be carried out simultaneously. 
A sterile dressing should be applied to exposed burned areas prior 
to moving the patient, and a similar dressing should be placed over 
the wound after inserting sulfanilamide crystals when a compound 
fracture is present. Fractures should be properly splinted before 
the patient is moved. Burned clothing should not be removed 
until the patient has reached a station which will permit the entire 
burn to be dressed under sterile conditions. ‘The recommended 
treatment for burns is outlined. ‘The treatment of a simple frac- 
ture which does not underlie a burned area will differ but little 
from the treatment of a fracture unassociated with a burn. In 
general, an immediate reduction followed by plaster encasement 
is most satisfactory. ‘This will permit the patient to be turned 
freely in caring for the burn and avoids the danger of pulmonary 
complications or pressure sores from prolonged immobilization 
with traction. Some form of skeletal fixation in fracture of the 
femur is indicated in order to avoid a spica encasement and to 
permit ready handling of the patient. Shaar has used external 
skeletal fixation by means of the Stader splint with excellent re- 
sults in several cases of fractures associated with burns. External 
fixation by the Stader, Roger, Anderson or Haynes method would 
appear to be the ideal treatment in cases unsuitable for simple 
reduction and plaster encasement. 

A theoretic and doubtless practical advantage in an occasional 
extensive burn is the availability of the fractured thigh as a pos- 
sible donor site, if unencumbered by plaster or traction apparatus. 
The simplest method of fixation should be used in any fracture, 
for the mental hazard inherent in all burns would be accentuated 
by painful and awkward equipment. ‘The treatment of a com- 
pound fracture does not differ from that followed in a patient 
without a burn. 
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A general anesthesia will usually be required for reduction in 
the presence of both injuries. 

Greater difficulty is experienced in the treatment of fractures 
complicated by burns of the same part. Anterior and posterior 
plaster splints or a circular plaster encasement of the involved part 
proved satisfactory in several cases reported. ‘The value of a close 
fitting plaster encasement is stressed. A layer of petrolatum gauze 
is applied to the entire area. ‘This is covered by four layers of 
sterile open-mesh gauze. ‘Thin anterior and posterior plaster slabs 
are molded to the part and a few layers of rolled plaster com- 
pletely encase the extremity from its distal end to several inches 
above the upper limit of the burn. ‘The encasement is changed 
every fourteen days until the burn is healed or the area is ready for 
grafting. ‘This method holds great promise for the treatment of 
burns of the hands, forearm and legs complicated by fractures of 
the underlying bones. ‘The burned area should be cleansed in 
the recommended manner before the fracture is reduced. ‘The 
position should be checked roentgenologically with special care 
not to jeopardize the sterile technic. A good reduction is essen- 
tial for this method. ‘This treatment could be followed also in 
compound fractures by combining it with the Orr method. De- 
spite the admonition of Levenson and Lund that the plaster must 
be closed at the lower end of the extremity, it would be far safer 
in the combined injuries to leave a small opening at the distal 
end of the encasement to permit inspection of the circulation. 

The amount of dressing applied to the part depends upon the 
time that elapsed between the injury and the application of the 
encasement. The greater the interval, the more abundant should 
be the dressing. ‘he accuracy of the reduction of the fracture also 
determines the degree of subsequent swelling, and this has to be 
considered in dressing and encasing the part. ‘This method is 
recommended for fractures of the leg and forearm. Fractures of 
the humerus and femur require different handling. In fractures 
of the humerus a compression dressing is applied to the entire 
hand, forearm and arm, while reduction is accomplished by the 
constant traction obtained from a superimposed “‘hanging cast.” 
Skeletal traction is the method of choice in the treatment of frac- 
tures of the shaft of the femur associated with overlying burns. 
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In most cases an unburned area about the leg or ankle will permit 
the insertion of skeletal traction through normal tissue. In some 
cases of extensive burn a pin or wire will have to be passed through 
the burned area. Danger of infection can be minimized by pre- 
liminary intensive débridement at the site of the insertion of the 
skeletal traction. ‘The recommended compression dressing can 
then be applied to the burn. ‘The general principles governing 
the prevention of infection in wounds and burns outlined recently 
by the committee of the National Research Council is of special 
value in handling complicated wounds of this type. ‘These meas- 
ures include the segregation of burned patients, a uniform time 
and method of dressing burns, a routine of sterilization of ward 
equipment and suggestions as to the application and removal of 
plaster encasements. 5 references. Discussion by Dr. Paul B. 
Magnuson, Chicago, Ill.; Dr. J. M. T. Finney, Baltimore, Md.; 
Dr. Alton Ochsner, New Orleans, La. 


EXPERIENCE IN THE TREATMENT OF BURNS FROM 
THE SOUTH PACIFIC AREA 
Hays R. YANDELL (Lieut., M.C., U.S.N.R.) 


U.S. Nav. M. Bull., 42:829-37, April 1944 


In a series of 200 consecutive cases of burns admitted to a 
Naval Hospital from combat areas in the South Pacific, 67 patients 
had third-degree burns, and the remainder second-degree burns. 
These patients were admitted to the hospital two to two and a half 
weeks after injury, most of them in good general condition, owing 
to the “liberal use of plasma.” Infection had occurred or was 
present on admission in almost one-third of these cases. ‘The 
primary treatment of the burned area in most of these cases was of 
three types: (1) tannic acid jelly; (2) tannic acid jelly with a 
sulfonamide powder; (3) sulfonamides in various forms. A few 
cases had been treated by other (miscellaneous) methods. ‘The 
incidence of infection was highest in the cases treated with tannic 
acid jelly (44 per cent) and lowest in those treated with sulfona- 
mides (15 per cent). 


In the secondary treatment of burns already infected, the 
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author has adopted the following method. All of the necrotic 
skin and sloughing tissue are removed. If morphine is given, no 
anesthesia is required for this procedure. ‘‘Soaks’” in azochloramid 
solution (1:10,000) aid in removing slough and pus. After such 
débridement the burned areas are “frosted” each day with sulfa- 
nilamide or sulfathiazole powder. Following this daily application 
of the sulfonamide powder, fine mesh gauze or autoclaved absorb- 
ent cleansing tissue moistened with warm normal saline is applied, 
and covered with ‘‘a burn pad.” ‘This burn pad consists of several 
layers of ordinary gauze, a layer of cellucotton and a layer of wax 
paper, fastened together by several stitches. “They can be placed 
over the back or abdomen or wrapped around an extremity, and 
are held in place by several ties of bandage. ‘The inner gauze and 
cellucotton are moistened with saline every four hours by opening 
the pad without removing it. Second-degree burns heal rapidly 
when the infection is controlled. Skin grafting when indicated 
should be done as early as possible. ‘There was only one death in 
the 200 cases, due to staphylococcic septicemia. Skin-grafting was 
done in 33 of the 51 patients with third-degree burns, using split- 
thickness grafts in 29 cases aud pinch grafts in 4 cases. Only 4 cases 
showed less than a 50 per cent “take” of the grafts; split-thickness 
grafts proved superior to pinch grafts for large denuded areas. 

In the primary treatment of burns, the author is of the opinion 
that “too much stress” has been laid on the local treatment. Gen- 
eral treatment is “the important means of saving the patient’s 
life.” Plasma administration plays an important role as the ideal 
replacement therapy for burns. Coagulants, such as tannic acid, 
should not be used for local therapy, especially not under combat 
conditions or in any burns in which infection occurs at the time 
of injury. A burn should be regarded as an open wound and 
treated as such. ‘This includes prevention of contamination by 
handling, exposure to air, or from the nose and mouth. At the 
time of the primary dressing, the burn should be cleansed with 
soap, water, and the use of sterile instruments; sulfonamides should 
be applied and a sterile pressure dressing. ‘The part should be 
splinted and the patient given sulfonamides by mouth. For fresh 
burns of the face, best results have been obtained by the applica- 


tion of sulfathiazole or sulfadiazine in a water-soluble base without 
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dressing. For burns of the trunk and extremities, pressure dress- 
ings are indicated, except when suppuration is present. 


REFERENCES TO CURRENT ARTICLES 


The Treatment of Burn Shock with Continuous Hypodermoclysis of Physi- 
ological Saline Solution into the Burned Area; an Experimental Study. 
J. K. Berman, Lowell Peterson and John Butler, Indiana Univ. School 
of Medicine, Indianapolis, Ind. Surg., Gynec. & Obst., 78:337-45, April 
1944. (In experiments on dogs, this method was found effective in di- 
minishing burn shock and increasing survival time.) 

Burn Treatment at Sea. Peter F. Czivalinski (Commander, M.C., U.S. 
N.R.). U.S. Nav. M. Bull., 42:838-40, April 1944 (Method used in- 
cludes application of sulfanilamide or sulfathiazole crystals covered with 
close-meshed vaseline-impregnated gauze with pressure type dressing 
when possible. In “some” 200 burn cases treated aboard ship by this 
method, there were no deaths.) 


The Local Skin Lesion in Experimental Burns and Its Relation to Systemic 
Manifestations. Robert Elman and Carl Lischer, Washington Univ. 
School of Medicine, St. Louis, Mo. Surg., Gynec. & Obst., 78:346-49, 
April 1944. (From animal experiments the authors conclude it is im- 
portant to distinguish between wet necrosis and dry necrosis of the skin 
in burns, as the former may be a cause of toxic manifestations.) 


Local Treatment of Burns. O.G. Nelson, Nashville, Tenn. J. Tennessee 
M.A., 37:159-61, May 1944. 


New Methods with Burns. Arthur E. Porritt (Lieut.-Col., R.A.M.C.). Mil. 
Surgeon, 94:227-28, April 1944. (Advocates a sulfonamide in oil 
dressing.) 


Topical Application of Horse Serum in the Treatment of Extensive Burns. 
Harold M. Rabinowitz and Louis Pelner, Brooklyn, N. Y. Am. J. Surg., 
64:55-63, April 1944. (Reports treatment of 52 cases of severe second 
and third degree burns by topical application of normal horse serum. 
Relief of pain, rapid epithelization, and minimum scarring resulted, no 
skin grafting being necessary. The possibility of the use of human 
plasma is noted.) 

Circulatory Changes in the Limbs Following Freezing Injuries (Beobach- 
tungen ueber Kreislaufveranderungen an den Gliedmassen nach Frost- 
schaden). H. Remé. Klin. Wehnschr. 22:278-80, March 27, 1943. 

Surgical Reconstruction Following Serious Burns. Vinton E. Siler, Col- 
lege of Medicine, Univ. of Cincinnati, Cincinnati, Ohio. South. M. J., 
37:187-95, April 1944. (Considers ointment pressure dressings as best 
treatment for serious burns that require skin grafting. For early skin 








570 QUARTERLY REVIEW OF SURGERY 
gralting, to replace skin destroyed, “postage-stamp” thick  split-skin 
grafts are used. For late “reconstruction surgery” to correct contractures 
and deformities, large thick split-skin grafts are indicated.) 


52. Shock 


STUDIES ON TRAUMATIC SHOCK. Ill. ANESTHESIA 
IN CLINICAL SHOCK 


EverRETY Ipris Evans 


Medical College of Virginia, Richmond, Va. 
J.A.M.A., 124:475-78, Feb. 19, 1944 


In some cases of severe injury and especially in war casualties. 
it may often be necessary to operate on a patient in shock. In 
a study of 45 patients in clinical shock in whom abdominal ex- 
ploration was necessary, it was found that intravenous pentothal 
sodium combined with intercostal nerve block was the most satis- 
factory type of anesthesia. ‘he 7th to 11th intercostal nerves are 
blocked in the midaxillary line, beginning with the uppermost; | 
per cent procaine hydrochloride solution is used, containing 2 
minims of epinephrine to the ounce. ‘The surgeon and his as- 
sistant each does a side simultaneously. ‘The anesthetist then 
starts an intravenous infusion of saline, using an apparatus that 
allows for the intermittent injection of pentothal. In patients in 
shock, with diminished plasma volume, less pentothal sodium (2.5 
per cent solution) is required than in persons not in shock; in 
many cases only 4 to 5 cc. of the solution are required to induce 
adequate anesthesia. ‘he operation is begun as soon as the pento- 
thal anesthesia is well induced, and more pentothal is given as 
needed. With the combined method of anesthesia, excellent re- 
laxation is obtained. A “‘steady uniform level” of anesthesia must 
be maintained by the administration of pentothal throughout the 
operation. 

In a series of 23 cases of skeletal injury, where operation was 
necessary while the patient was in shock, intravenous pentothal 
sodium anesthesia alone was found to be “‘an excellent and safe 
anesthetic.”’ 
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BACTERIA AND THE “TOXIC FACTOR” IN SHOCK 
JoserpH C. Aus, Austin M. Brurs, RENE Dusos, SeyMour S. Kety, IRA T. 
NATHANSON, ALFRED Pope and PAuL C. ZAMECNIK 


Huntington Memorial and Massachusetts General Hospitals, Boston, Mass. 


War Med., 5:71-73, Feb. 1944 


In experiments on dogs, the triceps surae muscles were isolated 
and the blood supply shut off for five hours by “tightly placed rub- 
ber bands.’ When these ligatures were released and the flow of 
blood through the muscles re-established, considerable swelling 
occurred in the damaged regions. ‘his procedure did not cause 
shock in the experimental animals as a rule, but rather a state 
“bordering on” shock. In some experiments the fluid exuding 
from the damaged muscles was injected intravenously into other 
dogs. In 9 of 32 such experiments, this procedure produced mani- 
festations of shock, usually fatal. In spite of aseptic surgical pre- 
cautions, these fluids were contaminated. The authors are of the 
opinion that the toxic factor present in some, but not all of the 
fluids was of bacterial origin. Anoxic muscle is “‘an excellent 
milieu” for the growth of and toxin formation by the gas bacillus 
group of organisms, and these organisms are either normally pres- 
ent in dogs’ muscles or are readily introduced by any traumatizing 
procedure. ‘hese toxins can produce local loss of fluid and may 
be a factor in the production of shock in this way as well as by 
their effects on the general circulation. As the vast majority of 
war wounds are infected from the outset, it is possible that even 
“subclinical” infection may result in the formation of sufficient 
toxin to be a factor in the production of wound shock. 


STUDY OF SHOCK PRODUCED BY THE IN TRAPERI- 
TONEAL IMPLANTATION OF MUSCLE 
J. L. A. Fow er 


Univ. of Toronto, Toronto, Canada 


Canad. M. A. J., 50:416-19, May 1944 
In experiments on dogs, fatal shock, with hemoconcentration, 


fall in blood pressure and tachycardia, was produced by the intra- 
peritoneal implantation of fresh minced muscle in contact with the 
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small intestines. Although care was taken to prepare and im- 
plant the muscle under aseptic conditions, it was found that in- 
fection was almost constantly present in the peritoneal cavity 
after implantation; the chief organism present was Cl. welchii. 
Autoclaving of the muscle before implantation prevented in- 
fection to a certain extent only. Implantation of the auto- 
claved muscle produced shock, even if infection did not occur, 
but a greater amount of the autoclaved muscle was required. 
Of 13 dogs that died in shock after implantation of autoclaved 
muscle, only 3 were found to be infected. ‘The shock produced 
by implantation of muscle without contamination must be at- 
tributed to the absorption of a toxic substance or substances from 
the muscle. ‘The author suggests the possibility that the absorp- 
tion of the potassium from the implanted muscle may cause a rise 
in the potassium level of the blood to a toxic and even a lethal 
range. If infection is present, the absorption of toxic products is 
increased. “The administration of large amounts of desoxycorti- 
costerone acetate and aqueous extracts of adrenal cortex had no 
beneficial effect on the course of the symptoms or on the mortality 
from shock produced by implantation of muscle, whether infection 
was present or not. 


THE CARDIOVASCULAR SYSTEM IN TRAUMATIC 
SHOCK 


SEYMOUR S. Ketry and ALFRED Pope 


From the Medical Laboratories of the Collis P. Huntington Memorial Hospital of 
Harvard University, at the Massachusetts General Hospital 


Am. Heart J., 27:601-9, April 1944 


The best short definition of shock is that of Harkins, ‘a pro- 
gressive, vasoconstrictive, oligemic anoxia,” Most of the essential 
elements of its pathologic physiology are implicit in this definition, 
and these can be most readily amplified and illustrated by resort- 
ing to a diagrammatic representation, for many of the features of 
which the authors are indebted to Blalock, McDowell, Moon and 
Freeman. 
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The bracketed phases of this diagram constitute the funda- 
mental hemodynamic disturbances of traumatic shock and account 
fully for its specific clinical features. It is essential to differen- 
tiate between these primary circulatory factors and the nonspecific 
environmental and functional alterations in the tissues, which re- 
sult from reduction in blood flow, and which lead to a fatal out- 
come when occurring in the vital organs. It is also important to 
emphasize that this potential cycle of shock may be initiated to any 
one or more of its several constituent stages, and that only factors 
which act in this way can be of etiological significance. ‘The au- 
thors proceed to discuss the fundamental hemodynamic disturb- 
ance, the impairment of homeostasis and mechanism of death, ini- 
tiating factors and the problem of irreversible shock. ‘The latter 
is apparently an important cause of therapeutic failure in cases 
of human shock and elucidation of its pathologic physiology is 
therefore imperative. 60 references. 
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PATHOGENESIS AND TREATMENT OF SHOCK RESULT- 
ING FROM CRUSHING OF MUSCLE 
M. PRINZMETAL, S. C. Freep and H. E. KruGER 


Los Angeles, Calif. San Francisco, Calif. 
War Med., 5:74-79, Feb. 1944 


In experiments on dogs, it was found possible to produce *“‘a 
shock-like state” that developed gradually, by a controlled muscle- 
crushing procedure that caused only minimal blood loss. Preven- 
tion of fluid loss by the use of plaster casts did not prevent shock 
in these experiments. When plaster casts were not used, the local 
loss of fluid was not sufficient to account for the severity of the 
shocklike symptoms and the death of the animals. ‘The fact that 
shock was not due to neurogenic factors is shown by the failure 
to produce shock by control procedures involving an equal degree 
of nerve stimulation, without crushing of the muscle. “Thorough 
débridement of the wound with removal of the crushed muscle 
tissue prevented the occurrence of shock, if done within seventeen 
hours after the trauma; with débridement after twenty-four hours, 
shock occurred and was usually fatal. Reinsertion of the crushed 
muscle tissue after its removal, in the opposite leg, regularly pro- 
duced shock. ‘These experiments indicate that delayed shock, of 
the type produced in these experiments, is due to absorption of 
toxic shock-producing substances. ‘That these toxic shock-produc- 
ing substances are the direct result of bacterial action is shown by 
the following findings: In spite of the rigid surgical aseptic technic 
used in all experimental procedures, the crushed muscle invariably 
contained a wide variety of bacteria. Shock could be prevented 
by the oral administration of sulfamerazine and the application of 
a 1:1000 solution of acriflavine, followed by sulfamerazine to the 
damaged muscle (1 gm. to 10 gm. muscle tissue); or by the oral 
or intravenous administration of sulfamerazine alone. In such 
cases smears and cultures from the damaged muscle showed only a 
few, if any, bacteria. On the basis of these findings, as compared 
with those of Blalock (1930), the authors conclude that at least 
two types of shock are caused by tissue injury—acute shock, oc- 
curring within a few hours, mainly due to local accumulation or 
loss of fluid; and “‘a chronic type” of shock such as is described in 
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these experiments, due to the systemic absorption of toxic sub- 
stances of bacterial origin. ‘This second type of shock can be pre- 
vented by early débridement and the use of “‘antibacterial agents.” 


COMPARATIVE VALUE OF SOME BLOOD SUBSTITUTES 
USED FOR TREATMENT OF EXPERIMENTAL SHOCK 
CHARLES C. Scorr, HAROLD M. WortH and 
E. Brown Rossins (Lieut., U.S.N.R.) 


Indianapolis, Ind. 


Arch. Surg., 48:315-18, April 1944 


In experiments on dogs, shock was produced by the applica- 
tion of pneumatic venous tourniquets around each thigh; the 
tourniquets were inflated to equal the mean pressure in the carotid 
artery; as the blood pressure changed, the tourniquet pressure was 
readjusted. ‘Ihe animals were brought to the same degree of 
shock before testing the effect of the administration of any blood 
substitute. All untreated animals died. In treated animals, the 
blood substitute employed was infused into the femoral veins, 
beginning immediately after removal of the tourniquets. Sufh- 
cient fluid was given to bring the blood volume to its original 
level as shown by hematocrit determinations. All animals that 
survived forty-eight hours were considered to have recovered from 
shock; most of the animals recovered completely, although a few 
died from secondary causes, such as infection. ‘The blood sub- 
stitutes tested in these experiments were dog plasma (heparinized 
in some cases), isotonic saline solution, and solutions of gelatin, 
pectin and polyvinyl alcohol. In early shock, all the solutions 
tested were equally effective. In a small group of animals in 
which more severe shock was induced, citrated dog plasma and 
isotonic saline solution alone were tested and proved equally 
effective. In the type of shock induced in these experiments, the 
authors conclude that water or sodium chloride or a combination 
of the two is the effective therapeutic agent, colloidal substances 
neither adding to nor detracting from their values as blood sub- 
stitutes. “hese findings do not imply that saline solution would 
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be as effective as plasma in treating other types of shock in animals 
or in man. 


REFERENCES TO CURRENT ARTICLES 
Electrocardiographic Studies in Shock (Elektrokardiographischer Unter- 
suchungen im Kollaps). G. W. Parade. Klin. Wehnschr., 22:295-97, 
April 3, 1943. 
The Presence of Permeability-Increasing Substances in Histamine Shock 
(Das Vorkommen permeabilitatssteigernden Stoffe im Histaminschock). 


D. Roller. Klin. Wcechnschr. 22:704, 1943. 


Surgical Shock. Clyde S. Roof (Major, M.C., A.U.S.), Brigham City, Utah. 


Rocky Mountain M. J., 41:100-3, Feb. 1944. (General discussion of 


treatment; whole blood transfusion best treatment for shock due to 


hemorrhage, plasma best substitute. Shock not treated in early stages 
becomes “‘irreversible’’.) 

The Management of Certain Aspects of Gas Poisoning with Particular 
Reference to Shock and Pulmonary Complications. Maurice S. Segal and 
Mark Aisner, Boston City Hospital, Boston, Mass. Ann. Int. Med., 20: 
219-26, Feb. 1944. (General discussion.) 


53. I[ransfusions 


PRANSFUSION REACTIONS CAUSED BY ACQUIRED 
INT RAGROUP INCOMPATIBILITIES 
Guy Darrevt Ayer, JR. (Capt., M.C,, A.U.S.) and 
WALTER FreD KAMMER (Capt., M.C., A.U.S.) 


From the Laboratory and Medical Services, O'Reilly General Hospital, Springfield, Mo. 
Arch. Int. Med., 73:199-202, March 1944 


Two cases of acquired intragroup incompatibility are de- 
scribed in detail. In such cases severe reactions may be prevented 
by using the biologic test of Wiener with certain modifications. 
‘The authors recommend the following system for obtaining donors 
for patients who have had five or more blood transfusions: 


Cross Matching: 


1. Routine grouping and cross matching at room temperature 
(read at the end of thirty minutes). 








or 
1 
~I 
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Warm Centrifuge Test: 

2. (a) Put one drop of the patient’s serum plus one drop of 
the donor’s cell suspension in a small test tube. 

(b) Put one drop of the patient’s serum plus one drop of the 
patient’s cell suspension in a small test tube. 

(c) Incubate a and b at 37° C. for thirty minutes and then 
centrifuge for one minute at 500 revolutions per minute in water 
at about 42° C. 


Cold Centrifuge Test: 

3. (a) Put one drop of the patient’s serum plus one drop of 
the donor’s cell suspension in a small test tube. 

(b) Put one drop of the patient’s serum plus one drop of the 
patient’s cell suspension in a small test tube. 

(c) Place in ice water for five minutes and then centrifuge one 
minute at 500 revolutions per minute in ice water. 


Reading: 

4. ‘Take the tubes from the centrifuge and gently agitate. Pour 
a drop from each tube on a slide and examine microscopically 
for agglutination. 
Interpretation: 


5. When no agglutination occurs in any of the tubes, the 
donor's blood is considered compatible. When agglutination 
occurs in either or both of the tubes containing the patient’s serum 
and the donor’s cells, no agglutination occurring. in the control 
tubes (2b, 3b), the donor is rejected, the procedure having demon- 
strated the presence of isoagglutinins. When agglutination occurs 
in both of the tubes at refrigerator temperature (3a, 3b), the re- 
action is interpreted as due to cold agglutination, and the donor 
may be used. However, to prevent a reaction from an irregular 
isoagglutinin that may be masked by the action of the autoagglu- 
tinin, the transfusion officer is advised to employ a modified 
biologic test. ‘The technic employed is as follows: the patient is 
given 50 cc. of the donor’s blood and is observed for one hour. 
During this period any urine passed is collected and examined for 
hemoglobin. If the patient shows no evidence of reaction in an 
hour, and the urine no evidence of hemoglobin, the remainder of 
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the blood is given. Although it does not provide identification 
of the responsible agglutinogen, this regimen permits recognition 
of the presence of acquired incompatibility and makes possible the 
selection of a donor whose blood lacks the offending agglutinogen. 
6 references. 2 tables. 


DESPECIATED BOVINE SERUM (D.B.S.): A SUBSTITUTE 
FOR HUMAN PLASMA 


F. RONALD EDWARDS 


University of Liverpool, Liverpool, England 


Brit. M. J., 1:73-76, Jan. 15, 1944 


The use of blood plasma in surgical conditions is increasing; 
recent studies on hypoalbuminemia and its relation to delayed 
wound healing and postoperative cachectic states indicate that 
there will be a still greater demand for plasma protein therapy. 
With the organization of blood banks, the present supply of plasma 
has so far been adequate, but, in view of the probably increasing 
demand, a study of possible substitutes is justified. Any substi- 
tute for plasma must fulfill the following criteria: the osmotic 
pressure should be the equivalent of that of plasma; it should be 
retained in the circulation and eventually metabolized; it should 
be non-toxic, free of antibodies, and non-antigenic. Animal plasma 
protein most closely resembles human plasma protein in char- 
acter, and bovine blood most closely approaches human blood in 
its total protein content, but crude bovine serum is not suitable for 
transfusion in man. Bovine serum was “despeciated” by destroy- 
ing the antibodies by heating to 72° C. and rendering the proteins 
uncoagulable by the addition of 0.2 per cent formalin and am- 
monia. In in vitro experiments with human red cells of different 
blood groups, the bovine serum so prepared (D.B.S.) caused no 
agglutination; D.B.S. caused no or very slight hemolysis of human 
red cells and none under forty-eight hours. In experiments on 
rabbits, the injection of D.B.S. or its “gel’’ form subcutaneously, 
intramuscularly and into the body cavities caused no untoward 
reaction of any type. 
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D.B.S. has been administered to 26 human patients with various 
surgical conditions; there was no severe reaction in any case and 
no instance of serum sickness or delayed reaction; the only reac- 
tion observed was an occasional slight rise of temperature, never 
above 100° F. In cases where large and rapid protein loss had 
occurred, as in acute empyema, there was definite clinical improve- 
ment after infusion of D.B.S. On the basis of these findings, the 
author concludes that D.B.S. may have “‘a useful place” in condi- 
tions in which plasma protein therapy has been of value, and that 
it can be given safely, even in large amounts, to human patients. 


THE SIGNIFICANCE OF THE Rh FACTOR 
JoHN W. Norcross 


Lahey Clinic, Boston, Mass. 


Lahey Clin. Bull., 3:212-16, Jan. 1944 


Since the discovery of the Rh factor of the blood by Land- 
steiner and Wiener in 1940, it has been found that this may be 
the cause of severe transfusion reactions in Rh-negative persons, 
if more than one transfusion of an Rh-positive blood is given. ‘The 
reaction in such cases is similar to any other severe transfusion 
reaction when incompatible blood is given, it is characterized by 
a chill followed by high fever; hemoglobinuria often occurs, and 
unless the urine is kept alkaline acid hematin will be deposited 
in the renal tubercles, which may cause a fatal anuria and uremia. 
This reaction occurs only if more than one transfusion of Rh- 
positive blood is given to an Rh-negative patient. Following the 
first transfusion, an antibody—the anti-Rh factor—is formed in 
about three weeks. ‘This anti-Rh factor is an agglutinin, which 
reacts with the agglutinogin of the Rh-positive red cells. All 
patients given multiple transfusions must have an Rh determina- 
tion of the blood made, or a donor known to be Rh-negative must 
be used for the second and subsequent transfusions. When the 
material used for Rh determinations becomes more readily avail- 
able, the author considers that it will be desirable to make Rh 
determinations on all recipients and blood donors routinely. A 
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modified compatibility test devised by Levine may be employed 
when Rh determinations cannot be made. ‘This consists in in- 


cubating the serum of the patient and the red cells of the donor 
at 37° C. for one hour. 


REFERENCES TO CURRENT ARTICLES 
Bone Marrow as a Site for the Reception of Infusions, Transfusion and 
Anaesthetic Agents; a Review of the Present Position. Hamilton Bailey. 
Brit. M. J., 1:181-82, Feb. 5, 1944. (General discussion of technique, 
advantages and disadvantages of this method.) 


Transfusion Apparatus for Infants. J. W. Baird and J. S. Lundy. Proc. 
Staff Meet. Mayo Clinic, 19:256-57, May 17, 1944. 


Simplification of Blood Transfusion (Simplifiquemos a transfusao san- 
guinea). R. B. De Arruda Camargo. Rev. med. mil, Rio, 32:245-60, 
April-June 1943. 


Blood Transfusion for Parenteral Protein Substitution following Protein 
Loss due to Suppuration or Hemorrhage (Die Blutiibertragung als paren- 
terale Eiweissubstitution bei Eiweissverlust infolge Eiterung oder Blu- 
tung). R. Duesberg. Klin. Wchnschr. 22:633-37, Oct. 16, 1943. 


A Hemolytic Transfusion Reaction Due to the Rh Factor. Robert P. 
Howell (Lieut.-Col., M.C., A.U.S.) and Robert E. Hobbs (Capt., M.C., 
A.U.S.). Mil. Surgeon, 94:269-71, May 1944. (Report of a case; patient 
had had two transfusions five years previously, and had shown a reaction 
(chill and fever) to the second. A more severe reaction with jaundice 
followed a third transfusion after operation. The patient proved to be 
Rh-negative, the donor Rh-positive.) 


Diminution in the Number of Leukocytes Following Intravenous Injec- 
tion of Heparin in Rabbits and in Man. Its Significance in Blood Trans- 
fusion (Der Leukocytensturz nach intravenéser Heparin-Injektion bein 
Kaninchen und beim Menschen. Seine Bedeutung fiir die Bluttrans- 
fusion). P. Jucker. Aus der Med. Universitatsklinik Basel. Klin. 


Some Therapeutic Aspects of Transfusion. R. A. Kilduffe. Ir. Am. 
Ther. Soc., 42:161-68, 1943. 
Blood Substitutes (Blutersatzmittel). K. Lang and H. Schwiegk. Wien. 


klin. Wchnschr., 56:579-82, 1943. 


Experimental Study on Blood Substitutes. Immunologic Differences Be- 
tween Human and Bovine Serum Albumin (Investigacoes experimentais 
sobre substitutos do sangue; diferencas imunologicas entre a soro-al- 
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bumina humana e bovina). J. R. Pereira, C. Da Silva Lacaz and C. E. 
Corbett. Rev. med. mil., Rio, 32:185, April-June 1943. 

The Value of Nonprofit Blood Banks for Civilian Use: As Planned by the 
Office of Civilian Defense. Witten B. Russ, San Antonio, Texas. Ann. 
Surg., 119:603-6, April 1944. 

Post-transfusion Hemolytic Reactions. Max M. Strumia, Bryn Mawr, Pa. 
Pennsylvania M.J., 47:668-70, April 1944. 


Safe Universal Bleod. Morton D. Willcutts (Capt., M.C., U.S.N.) and 
Robert A. Hicks (Lieut. Commander, M.C., U.S.N.R.). U. S. Nav. M. 
Bull., 42:852-55, April 1944. (Reports use of pooled type O blood in 98 


cases—240 transfusions.) 


54. Wounds 


A REPORT ON THE HEALING OF WOUNDS AS INFLU- 
ENCED BY THE USE OF THE SULFONAMIDES AND 
COTTON THREAD SUTURES 
JoHN E. CANNADAY 


Charleston, W. Va. 
Ann. Surg., 119:498-508, April 1944 


As a result of extended clinical trial, it is felt that wound heal- 
ing is not interfered with by the conservative local use of sulfona- 
mides. In the author’s opinion, the use of sulfonamides in 
wounds gives the surgeon an increased assurance of a lowered in- 
cidence of operative infection; it is believed that most of the in- 
fections occurring in contaminated cases will be less severe than 
might otherwise have been expected. A tabulation of results with 
regard to healing of wounds in which the sulfonamides and cotton 
thread sutures have been used is given. It has been found that 
when cotton suture material has been used in accordance with an 
approved silk technic the results have been very satisfactory, also, 
that with the use of fine cotton sutures contaminated wounds 
usually heal without subsequent sinus formation. 33 references. 
| table. 5 figures. 


{The current trend is away from the use of sulfonamides in clean 
wounds, but to continue their use in certain contaminated wounds as ad- 
vised by the author.—Eb. | 
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REFERENCES TO CURRENT ARTICLES 
Infected Burns and Surface Wounds. D. C. Bodenham (Flight Lieut., 
R.A.F.). Lancet, 2:725-28, Dec. 11, 1943. (See Section 51 for abstract.) 


Traumatic Encephalopathy: With Case Reports. Harry A. Lipson, Ed- 
ward Zucker and Louis J. Karnosh, Cleveland, Ohio. Ohio State M.]., 
40:309-17, April 1944. (12 case reports.) 


Chest Injuries and Traumatic Asphyxia. J. M. Stickney and A. B. Hage- 
dorn. Proc. Staff Meet. Mayo Clinic., 19:207-13, April 19, 1944. (Case 
report and discussion.) 


55. Military Surgery 


REFERENCES TO CURRENT ARTICLES 
Treatment of Gunshot Fracture of the Upper Arm (Zur Behandlung det 


Oberarmschussbriiche). W. Baumgartner, Innsbruck. Zentralbl. f. Chir., 
70: 1268-71, 1943. 


Simplification of the Operations for Lodged Bullets and Shell Fragments 
(Vereinfachung der Steckgeschoss- und Granatsplitteroperation). Heinz 
Braun. Deutsche Militararzt, 8:271-73, 1945. 


Treatment of War Wounds of the Extremities. Carl A. Caspers (Major, 
M.C., U.S.A.). Minnesota Med., 27:364-67, April 1944. (Review of 
methods employed in World War IL.) 


Initial Care of Wounds from Reconstructive Viewpoint. John L. Galla- 
gher (Col., M.C., U.S.A.). Mil. Surgeon, 94:212-16, April 1944. (Advo- 
cates instruction of all men in combat zones in first aid dressings and 
splints and treatment of shock; and plastic surgery in combat zone 
hospitals.) 


Aetiology of “Immersion Foot.” R. W. Goldstone (Major, R.A.M.C.) and 
H. V. Corbett (Major, R.A.M.C.). Brit. M.J., 1:218-19, Feb. 12, 1944. 
(Discussion of treatment in relation to etiology.) 


Dystrophy and Atrophy Following War Injuries (Dystrophie und Atrophie 
bei Kriegsverletzung). B. Karitzky. Zentralbl. f. Chir., 70:1170-77, 1943. 


Distraction Plaster Cast as Method of Choice in Care of Gunshot Fractures 
on the Battle Field (Der Distraktionsgipsverband als Verfahren der Wahl] 
fiir die Versorgung der Knochenschussbriiche im Felde). H. Killian. 
Deutsche Militararzt, 8:263-67, 1945. 
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Late Sequelae of Gunshot Injuries of the Head (Spatfolgen von Kopf- 
schuss). Hans Reichard. Deutsche Militaérarzt, 8:268-69, 1943. 


Parachute Injuries. William J. Tobin (Capt., M.C., U.S.A.). Mil. Surgeon, 
94:222-24, April 1944. (Discusses injuries, chiefly fractures, resulting 
from parachute jumping.) 


56. Experimental Surgery 


REFERENCES TO CURRENT ARTICLES 
Sodium Content of the Blood Serum Following Removal of the Thyroid 
and Pituitary (Vom Natriumgehalt des Blutserums nach Entfernung von 
Schilddriise und Hypophyse). T. Dégl. Klin. Wcehnschr., 22:321-22, 
April 17, 1943. 


Implant Material, the Production of Fibrous ‘Tissue around Cotton and 
Other Foreign Material Implanted Subcutaneously in Rats. Harvey B. 
Searcy, Emmett B. Carmichael and Mark C. Wheelock, Tuscaloosa, Ala. 
South. M. J., 37:149-50, March 1944. (Of the materials tested, cotton 
wool caused the greatest fibrous tissue reaction and was most firmly fixed 
in place.) 


57. Mtscellaneous 


REFERENCES TO CURRENT ARTICLES 
Amino Acid Mixtures Effective Parenterally for Long Continued Plasma 
Protein Production. Case in Digests Compared. 5S. C. Madden, R. R. 
Woods, F. W. Shull and G. H. Whipple. From the Department of 
Pathology, the University of Rochester School of Medicine and Den- 
tistry, Rochester, N. Y. J. Exper. Med., 79:607-24, June 1, 1944. 


Pilonidal Cyst—A Misnomer. Joseph L. Magrath. (Major, M.C., A.U.S.). 
Am. J. Surg., 64:101-3, April 1944. (Maintains that these cysts should 
be more exactly classified according to location and stage of development. 
The method of operation and end results depend largely upon such 
classification. ) 


Pilonidal Cysts and Sinuses. J. M. Mason, Birmingham, Ala. J. M.A. Ala- 
bama, 13:281-84, March 1944. 
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Swaliowed Needle Removed after Twenty Years from the Omentum (Ver- 
schluckte Nahnadel nach 20 Jahren aus dem Netz entfernt). P. Strater, 
Hagen. Zentralbl. f. Chir., 70:1226-29, 1943. 


Is It Possible to Influence Oligophrenia by Surgical Measures? (Ist es 
méglich die Oligophrenie durch operative Massnahmen zu beeinflussen?) 
Rafael Vara-Lopez, Burgos. Zentralbl. f. Chir., 70:1312-13, 1943. 


Paroxysmal Hypertension in Adrenal Tumor (Ueber den paroxysmal en 
Hochdruck bei Nebennierentumor). F. Volhard. Frankfurt a.M., 
Zeitschr. f. klin. Med., 142:178-96, 1943. 


Adie’s Syndrome (Zum Adieschen Syndrom). Klin. Wchnschr., 22: 237-38, 
March 13, 1943. 


Thrombopenia and Blood Coagulation (Thrombopenie und Blutgerin 
nung). Hans Werner. Aus der Med. Akad. Danzig. Deutsche med. 
Wehnschr., 69:363-65, April 30, 1943. 


On the Protein Bound Calcium in Blood Coagulation (Ueber das Eiweiss- 
gebundene Calcium bei der Blutgerinnung). F. Widenbauer. Klin. 
Wehnschr., 22:320, April 17, 1943. 


On Structurally Determined Effects of Blood Plasma as Demonstrated by 
Experiments on the Sedimentation Reaction of Erythrocytes (Ueber 
Strukturbedingten Wirkungen des Blutplasmas. Dargestellt auf Grund 
von Versuchen zur Senkungsreaktion der Erythrocyten). Ch. Wunderly 
and F. Wuhrmann. Klin. Wchnschr., 22:587-91, Sept. 18, 1943. 
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refrigeration anesthesia of the extrem- 
ities, a statistical study, 163 
refrigeration anesthesia in surgery, 241 
refrigeration in surgery of the extrem- 
ities, 351* 
shockless surgery 
anesthesia, 248* 
use of refrigeration in amputations and 
peripheral vascular disease, 368 
spinal: 
continuous intravenous adrenaline in 
spinal anaesthesia for the control of 
blood pressure, 244 
continuous spinal anesthesia, its useful 
ness and technic involved, 424 
continuous spinal anesthesia in rela- 
tion to upper abdominal surgery, 203 
one-sided spinal anesthesia, 203 
spinal anesthesia and the 
wounded, 248* 
twenty-five years of spinal anesthesia, 
247* 
use of spinal anesthesia in general sui 
gical practice, 426* 


with refrigeration 


severely 


ANEURYSM—See also Aorta; Ductus 
Botalli. 
arteriovenous aneurysms of two large 


arterial trunks, 549 

bilateral intracranial aneurysms 
subarachnoid hemorrhage, 270* 

lateral vascular suture in aneurysm of 
the carotid following gunshot injury, 
549 

traumatic aneurysm of the ulnar 
report of a case, 346* 


with 


artery, 


ANTICOAGULANTS See Dicumarol; 
Heparin. 
AN TISEP TICS 
ceepryn, clinical and_ bacteriological 


studies, 260 
clinical and bacteriological study of 
phemerol as a skin antiseptic, 261* 
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germicidal activity of alcohol, hydro 
chloric acid and aluminium potas- 
sium sulfate, their effect on cutane- 
ous flora, 223 

phemeride, a new antiseptic detergent, 
265 

ANUS 
-ano-rectal suppurative disease, 329* 


relief of pain following anorectal sun 
gery, 329* 


AORTA 


nonsyphilitic aneurysm of the aorta in 
individuals under 45 years of age, 
298* 
abdominal: 
abdominal aortic aneurysm, rupture 
into the jejunum preceded by occult 
blood in the stool, 549* 


APPENDICITIS 


appendicitis, basic considerations in 
choice of therapy, 519 
appendicitis, results of surgical treat 
ment under various conditions at the 
Duval County Hospital, 28 
appendicitis, a review of 4,283 
321* 
appendicitis in the Navy, 320 
appendicitis problem, analysis of 1,752 
consecutive appendectomies, 321* 
chemotherapy in the management of 
acute appendicitis, 319 
management of acute suppurative ap- 
pendicitis in the small rural hos- 
pital, 26 
complications: 
acute gangrenous appendicitis compli- 
cated by pylephlebitis, 522* 
erosion hemorrhage in appendicitis, 
522° 


cases, 


evaluation of sulfonamides in the treat- 
ment of peritonitis of appendiceal 
origin, 521 

treatment of appendiceal peritonitis by 
intraperitoneal administration of de 
fibrinated blood and prontalbin-mat 
fanil powder, 523* 

diagnosis: 
diagnosis of acute appendicitis, 321* 
APPENDIX 

appendix incarcerated in a 
hernia, 504* 

retrocecal appendix, 522* 

retroperitoneal mucocele of the appen- 
dix, 321* 

surgery—See also Appendicitis. 

aseptic appendectomy, the application 
of the Parker-Kerr suture to the ap- 
pendiceal stump, 522. 

persistence of pain after appendectomy, 
$21* 

transverse incision in appendicectomy, 
522* 


femoral 


ARM 
fractures: 
-fractures of the radial and ulnar axes, 
a unifying concept, with a descrip- 
tion of certain carpal injuries in- 
cluding parallel and gear rotations 
of the carpal bones, 553* 
—multiple fractures of arm and forearm, 
report of a case, 358* 
-treatment of gunshot fractures of the 
upper arm, 582* 
ARRHYTHMIA 
-cardiac arrhythmia in bronchial carci- 
noma, 489* 
—cardiac arrhythmias following thoracic 
surgery, | 
ARTERIES—See also Aneurysm. 
—traumatic arterial spasm resulting in 
gangrene of the upper extremities, 
550* 
diseases: 
—amputations below the knee in occlusive 
arterial disease, 164 
surgery—See also Aneurysm; Embolism. 
—further observations on surgery of the 
large arteries, 346* 
ARTERIOGRAPHY 
—cerebral arteriography, 269 
ARTERIOVENOUS FISTULA 
—arteriovenous 
cases, 548* 
ARTERITIS 
—necrotic purulent arteritis as a cause 
of hemorrhagic death, 435* 
ASCITES 
—precardiac thoracectomy and_hepato- 
pexy in ascites due to adhesive peri- 
carditis, 108 
ASPHYXIA 
—chest injuries and traumatic asphyxia, 
582* 
ASTRAGALUS 


—subastragaloid dislocation, report ot an 
unusual ski injury, 360* 
fractures: 
—treatment of fracture of astragalus by 
internal fixation with metal pin, 358* 
\TELECTASIS 


—postoperative pulmonary atelectasis, 78, 
248 


fistula, report of fou 


AU TOTRANSFUSION—See Blood Trans- 


fusion. 
BACILLUS WELCHII—See Gas Bacilli. 
BACKACHE 
—hitherto rarely noted cause of backache 
and radiating pain in the limbs, hy- 


pertrophy of the ligamentum flavum, 
149 
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BANDAGES 


new interlocking finger bandage which 
needs no anchor, 433* 


BARTHOLIN GLAND 
use of carbolic 
treatment of 
547* 
BILIARY TRACT—See also Common Bile 
Duct; Gallbladder. 
biliary dyskinesia, the role played by a 
remnant of the cystic duct, 536* 
infection: 


acid (phenol) in the 
Bartholinian abscess, 


—~sulfonamide treatment and _ clinical 
significance of chronic biliary tract 
infections, 30 

surgery: 

anastomoses between the biliary tract 


and gastrointestinal tract, 533 

-biliary surgery after 60 years, 536* 

—cholecysto-enterostomy, choledocho-en 
terostomy and entero-enterostomy by 
means of rubber bands, the use of 
rubber bands in the Mikulicz opera 
tion, 120 

importance of latent hepatic disease in 
surgery of the gallbladder and the 


biliary tract, 29 

management of external biliary fistula, 
335* 

new technique for using the Levine 
tube in biliary intestinal anastomo 
sis, 334 


postcholecystectomy syndrome and _ its 
treatment, 535 

successful anastomosis between the two 
hepatic ducts and the duodenum 
with remarks on the use of rubber 


prostheses, 536* 
BLACK WIDOW SPIDER 
acute abdominal symptoms resulting 
from black widow spider bite, 40 
BLADDER 


calculus: 


instrumental removal of a two-and-a 


half-pound bladder calculus, with 
recovery, 544* 
management of large vesical calculi, 


543* 

surgery: 
repair of 

341* 
BLOOD—See also Red Cells. 


chemistry: 
sodium content of the blood serum fol 


urinary bladder herniation, 


lowing removal of the thyroid and 
pituitary, 583* 

coagulation: 

effect of sulfur compounds on_ blood 


clotting, 213 

nervous regulation of clotting mecha 
nism, 257* 

—on the protein bound calcium in blood 
coagulation, 584* 
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thrombopenia and blood coagulation, 


584* 
BLOOD BANKS 


blood bank and blood transfusion, 391* 
procedures of the blood bank at the 
Massachusetts General Hospital, 391* 
value of nonprofit blood bank for civil 
ian use, as planned by the Office of 
Civilian Defense, 581* 
BLOOD DONORS 
critical examination of the factors un- 
derlying blood donor syncope and 
their bearing on the treatment of 
surgical shock, 391* 
BLOOD GROUPS -See Blood 


reactions; Rh Factor. 


Transfusion, 


BLOOD PLATELETS—See Thrombocyto- 
Sis. 

BLOOD PRESSURE—See also Hyperten 
sion. 


continuous intravenous adrenaline in 
spinal anaesthesia for the control of 
blood pressure, 244 


BLOOD 'TRANSFUSION—See 
medullary Infusions, Plasma. 


also Intra- 


advantages of a disodium citrate glu 
cose mixture as a blood preservative, 
391* 

autotransfusion in surgery of the serous 
cavities, 82 

blood bank and blood transfusion, 391* 

blood substitutes, 580* 

blood transfusion for parenteral protein 
substitution following protein loss 
due to suppuration or hemorrhage, 
580* 

caution against too liberal use of ci 
trated blood in transfusion, 226 

experiences assoc iated with a transfusion 
unit in a 700-bed hospital, an annual 
survey of over 3,500 administrations 
of blood and plasma (dried), 81 

experimental study on blood substi 


tutes, immunologic differences be 
tween human and bovine serum al 
bumin, 580* 


new aid in control of hemorrhage in 
severe damage to the liver, transfu 
sions of blood fortified by adminis 
tration of vitamin K to donors, 335* 

preoperative hemo-irradiations, 83 

safe universal blood, 581* 

-simplification of blood transfusion, 580* 

-some therapeutic aspects of transfusion, 
580* 

suggestions on the use of the equipment 
of dried plasma for whole blood 
transfusions, 391* 

transfusion apparatus for infants, 580* 

use of whole blood, blood plasma, blood 
derivatives and blood — substitutes, 
391* 











SUBJECT 





reactions: 

hemolytic transfusion 
the Rh factor, 580* 

post-transfusion hemolytic 
581* 

significance of the Rh factor, 579 

transfusion reactions caused by acquired 
intra-group incompatibilities, 576 

BLOOD VESSELS—See 

ease. 


reaction 


reactions, 


also Vascular Dis- 


easy ligation of blood vessels in deep 
cavities, a new instrument '= and 
method, 433* 

vascular prerequisites of successful skin 
grafting, a new method for the im- 
mediate determination of the ade- 
quacy of circulation in ulcers, skin 
grafts and flaps, 280 


BOLOSCOPE 


—boloscope as an aid in detecting roent 
genologically demonstrable diseases of 
the bones, joints and_ soft 
561* 


tissues, 


BONE 


eosinophilic granuloma of bone, 554 
diseases—See also Osteochondritis; Osteo- 
myelitis. 
boloscope as an aid in detecting roent- 
genologically demonstrable diseases 
of the bones, joints and soft tissues, 
561* 
diagnostic significance of serum alkaline 
and acid phosphatase values in rela- 
tion to bone disease, 556* 
marrow—See Intramedullary Infusions. 


repair—See also Bone Grafts. 

metal block replacement of bone de 
ficiency, 362* 

tumors—See also under names of indi- 


vidual bones. 

indications for surgery of bone tumors, 
50 

metastasis to the bone as the first symp 
tom of cancer of the gastrointestinal 
tract, 502* 


BONE GRAFTS 
bone grafts to the mandible, 283* 
evolution of bone graft surgery, 358* 
BONE PLATES 
femoral plating with fixation by the 
Fownsend and Gilfillan plate, 190* 
new type of bone plate and screws, 185 
BOVINE SERUM 
-despeciated bovine serum (D.B.S.), a 
substitute for human plasma, 578 
experimental study on blood substitutes, 
immunologic differences between hu 
man and bovine serum albumin, 580* 
BRACHIALGIA 


brachialgia, a mianifestation of various 
lesions, 351* 
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BRADYCARDIA 
due to —bradycardia in children under ether 
anesthesia, 428* 
BRAIN 


—aneurysm of the vertebral artery, report 
of a case in which the aneurysm sim- 
ulated a tumor of the posterior fossa, 
144* 

cerebral arteriography, 269 

observations on the use of the sulfona- 
mides and of penicillin under various 
experimental intracranial conditions, 
444* 

—progressive multiform angiosis, associa- 
tion of a cerebral angioma, aneurysm 


and other vascular changes in the 
brain, 443* 
abscess: 


—recognition and treatment of brain ab- 
scess, 270* 
rupture of a left temporosphenoidal 
brain abscess into the ventricle, re- 
port of a case with recovery, 444* 
injuries—See also Head, injuries. 

-care of fistulating cerebrocranial gun- 

shot injuries, 444* 
experience with brain injuries in the 
Pacific, 443* 
injuries: 
management of post-traumatic epilepsy, 
270* 

—traumatic encephalopathy, 582* 

surgery—See Lobotomy. 

tumors: 

fever as the presenting symptom of 
brain tumor, 443* 

—human pyramidal tract, effect of paraly- 
sis produced by cerebral tumors on 
axons of the pyramids, 443* 

—metastatic brain tumor with broncho- 
genic carcinoma as_ the _ primary 
source, 295* 

normal air encephalograms in patients 
with convulsive seizures and tumors 
of the brain, 444* 


BREAST—See also Mastitis. 
cancer: 

anatomical pathways for the metastatic 
spread of cancer of the breast, 499* 

bilateral oophorectomy with radical 
operation for cancer of the breast, 
199* 

fractures of the rib cage following in- 
terstitial radium therapy for cancer 


of the breast, 191 
—mammary cancer and the menopause, 
499* 


periglandular fascia and cancer of the 
breast, 499* 
—role of roentgen therapy in treatment of 
carcinoma of the breast, 498 
—value of surgery and x-ray treatments 
in carcinoma of the breast, 496 
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surgery 
free transplantation of 
areolae, 284* 
tumors: 
breast 
tion, 
surgery 
BRONCHI 
—recent 
bronchi, 
cancer—See 


nipples and 


tumors and clinical differentia 
4199* 
of breast tumors, 499* 


work on the anatomy of the 
189* 


Lungs, cancer. 


BRONCHIECTASIS 

diagnosis of bronchiectasis in young 
adults, prebronchographic roentgen 
manifestations observed among mili- 
tary personnel, 488* 

-prevention of bronchiectasis, 488* 

—pseudobronchiectasis, 295* 

some clinical problems of 
tasis, 489* 

study of bronchiectasis at Station 
pital, Fort Belvoir, Virginia, 489* 

surgical treatment of bronchiectasis, a 
report of 76 patients, 5 


BRONCHOSCOPY 
death from embolism following bron- 
choscopy, case report, 287 


BRUCELLOSIS 


—surgical complications of brucellosis, 218 


bronchiec 


Hos 


BURNS 
—burns, 181 
burns incident to war, measures fot 


their prevention and for treatment, 
385* 
—physiologic problems of burns, 385* 
—surgical reconstruction following serious 
burns, 569* 
complications: 
—infected burns and 
434*, 563, 582* 
local skin lesion in experimental burns 


surface wounds, 


and its relation to systemic manifes 
tations, 569* 

oral sodium lactate in the treatment 
of burn shock, 386* 


problem of nutrition in presence of ex 
cessive nitrogen requirement in seri 
ously ill patients with particular ref 
erence to thermal burns, 380 
plastic repair of extensor brand con 
tractures following healed deep sec 
ond degree burns, 379 
study of the prevention of infection in 
contaminated accidental wounds, com 
pound fracture and burns, 66 
treatment of burn shock with hypoder 
moclyses of physiological saline so 
lution into the burned area, an ex 
perimental study, 569* 
treatment: 
—absorption of — sulfanilamide 
burned surfaces, 58 
burn therapy founded on cellular stim 
ulation, 57 


from 


REVIEW OF 


SURGERY 


burn treatment at sea, 569* 
burns treated with viacutan, with spe 
cial reference to the face and hands, 
182 
casein in the local 
and wounds, 382 
compression treatment of burns, 56 
early treatment of burns, 385* 
experience in the treatment of burns 
from the South Pacific Area, 567 
intravenous novocaine for analgesia in 
burns, 177 
-local treatment of burns, 569* 
—modified non-adherent gauze 
treatment for burns, 383 
rehabilitation following severe burns, 
experiences with victims of the Bos 
ton night club fire, 385* 
repair of the burned hand, 378 
—report on the management of burns 
using the occlusive compression 
dressing, with sulfathiazole emulsion, 
374 
sulfanilamide ointment treatment of se 
vere burns, 177 
topical application of horse serum in 
the treatment of extensive burns, 
569* 
topical use of medicated human plasma 
in the treatment of burns, 384 
treatment of burns, 385* 
treatment of burns, a symposium, 386* 
treatment of burns and other extensive 
wounds with special emphasis on the 
transparent jacket system, 373 
treatment of burns complicated by frac 
tures of the extremities, 564 
treatment of burns with a_ triple-dye 
soap mixture, 183 
use of pressure dressings in the treat 
ment of burns and other wounds, 179 


treatment of burns 


pressure 


BURSITIS 


calcified bursitis, 561* 
treatment of traumatic bursitis by in 
ternal paracentesis, 197 


CANCER—See also under 
and tissues. 


names of organs 


acute surgical conditions complicating 
malignancy, 437* 

cancer and leukemia, report of two cases 
with combined lesions, review of 
literature, 436* 


cancer in the male, 436* 
carcinoma in routine naval practice, 
268* 


cervical lymph node metastases as the 
first symptom of cancer, 266 

significance of supraclavicular signal 
node in patients with abdominal 
and thoracic cancer, a study of one 
hundred and twenty-two cases, 299 

treatment of intolerable pain due to 
genital carcinoma by _ paravertebral 
and presacral alcohol injections, 467* 
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ARDIA 
roentgen visualization ot tumors of the 
cardia, 517* 
transthoracic resection of the cardia of 
the stomach, 508 
-ARDIOVASCULAR SYSTEM 
cardiovascular injuries in the war, 548* 
cardiovascular system in traumatic 
shock, 572 
AROTID ARTERY 
simplified technic of the van Leersum 
carotid loop operation, 550* 
ligation: 
transpleural intrathoracic ligation of 
the left common carotid artery, the 
first case report, 155 
AR TILAGE 
reconstructive plastic surgery of the ab- 
sent car with necrocartilage, an orig- 
inal method, 473* 
\SEIN 
casein in the treatment of burns and 
wounds, 382 
AITGUT 
wound disruption and catgut allergy, 
an experimental and clinical study, 
with a review of the literature, 260 
ECUM 
Sarcoma: 
lymphosarcoma of the cecum, 532* 
EEPRYN 
ceepryn, clinical and __ bacteriological 
studies, 260 
ERVIX UTERI 
cancer: 
carcinoma of the cervix—the Wertheim 
operation, 343 
HEMOTHERAPY—See Sulfonamides. 
HEST—See Thorax. 
HLOROPHYLL 
chlorophyll, an experimental study of 
its water soluble’ derivatives. in 
wound healing, 210 
HOLECYSTECTOMY 
postcholecystecomy syndrome and_ its 
treatment, 535 
routine cystic duct drainage following 
cholecystectomy, 36 
HOLECYSTITIS 
acute cholecystitis, 329 
acute obstructive cholecystitis and ap- 
plication of the principles of its ra- 
tional treatment, 33 
cholecystitis, its diagnosis and treatment, 
335* 
HORDOMA 


chordoma, report of a case, 136*, 544* 


CHYLOTHORAX 
chylothorax, 291* 


CIRCULATION 


-circulation in man in certain postures 
before and after extensive sympathec- 
tomy for essential hypertension, effect 
of certain mechanical agents and 
paredrinol on blood pressure and 
pulse rate, 463 

circulation in man in certain postures 
before and after extensive sympathec- 
tomy for essential hypertension, 
physiological aspects, 461 

studies on traumatic shock, blood vol- 
ume changes in traumatic shock, 388 


CIRCU MCISION 
—circumcision dressing, 543* 
CLEFT PALATE 
—restoration of facial contours in sur- 
gery of the secondary cleft lip and 
palate, 472* 


CLOSTRIDIUM WELCHII—See Gas Ba- 
cilli. 
COAGULU M—CON TACT 
use of the coagulum-contact method 


in surgery, 222 


THERAPY—See also Anesthesia, re- 
frigeralion. 


COLD 
—some uses for cold therapy and a pro- 
posed cooling cabinet, 393 
COLEY’S TOXINS—See 
COLITIS 
—perforation of the ileum following late 


Sarcoma, 


ileostomy for ulcerative colitis, 518* 
—surgical treatment of ulcerative colitis, 
$22 
COLON 


lesions of the terminal colon associcted 
with urinary disturbances, 532* 
—non-specific granuloma of the colon, 
$27* 
cancer: 
—cancer of the left colon and rectum, 129 
—~carcinoma of the colon and rectum, a 
report of 503 patients treated at the 
Lahey Clinic, 1938-1941 inclusive, 21 
carcinoma of the large bowel, 19 
carcinoma of the large intestine, 327* 
carcinoma of the right colon, 527 
—elimination of colostomy in the radical 
treatments of cancer of the large 
bowel, based on over 400 cases, 23 
—extending surgery in the treatment of 
cancer of the colon, 524 
-present status of cancer of the colon 
and rectum, 530 
obstruction: 
—obstructive lesions of the colon, diagno 
sis and surgical management, 124 
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resection: 
congenital megacolon, favorable end re- 

sults of treatment by resection, 125 

—resection of the right portion of the 
colon, 18 

surgery—See also Colitis; Colostomy. 

—clinical and laboratory experiences with 
succinylsulfathiazole, 523 

—preoperative treatment in intra-abdom- 
inal surgery of the colon and rectum, 
127 

—succinylsulfathiazole (sulfasuxidine) and 
the elimination of the Mikulicz oper- 
ation, 327* 

tumors: 

—errors in the diagnosis of neoplastic le- 


sions of the rectosigmoid and colon, 
$27* 


COLOSTOMY 


—care of colostomies, 532* 
deodorant for colostomies, 24 

—elimination of abdominal colostomy and 
other intestinal fistulas, 326 

—elimination of colostomy in the radical 
treatment of cancer of the large 
bowel, based on 400 cases, 23 

—improved technic for the closure of a 
loop colostomy, 324 


COMMON BILE DUCT 


—exposure of the retro-duodenal portion 


of the common duct, 137 
—incidence of common duct stones and 
postoperative management of the 


tube, 536* 

—management of injuries to the common 
bile duct, 333 

—treatment of injury to the common duct 
with vitallium tube, 37 

COTTON 

—cotton suture material, importance of 
surgical principles, 258 

—implant materials, the production of fi- 
brous tissue around cotton and othe1 
foreign material implanted subcu 
taneously in rats, 583* 

—internal fixation of fractures of the pa- 
tella with cotton suture material, 
553* 

—report on the healing of wounds as 
influenced by the use of sulfonamides 
and cotton thread sutures, 581 


COXITIS—See Hip Joint. 
CRANIAL NERVES 
—cranial nerve palsies with herpes follow- 
ing general anesthesia, a report from 
the Central Middlesex County Hos- 
pital, 427* 
CRYPTORCHIDISM 


—surgical management of cryptorchidism, 
543* 
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CULDOSCOPY 
—culdoscopy, a new method in the diag- 
nosis of pelvic disease, 547* 
CURARE 
—curare in general surgery, preliminary 
remarks in conjunction with motion 
picture, 426* 
—use of curare in anesthesia and for other 
clinical purposes, 247 
CUSHING SYNDROME 
—surgical removal of adrenal adenoma 
with relief of Cushing syndrome, 300 
CYCLOPROPANE—See also Anesthesia, in- 
halation. 
—mixed pentothal-cyclopropane anesthe- 
sia, 206 
—two cyclopropane explosions, 427* 
CYSTIC DUCT 
—routine cystic duct drainage following 
cholecystectomy, 36 
DEATHS 
postoperative: 

—cause of postoperative deaths, 75 
—technical improvements and a decline 
in postoperative mortality, 240 

DERMOIDS 

—presacral dermoid, case report, 268* 
DESMOIDS 

—desmoid tumor, 503* 


DIABETES MELLITUS 


-results of gallbladder surgery in dia 
betes mellitus, 34 
DIAPHRAGM-—See also Hernia, dia- 


phragmatic. 


absence of half the left diaphragm, case 
report, 299* 


right traumatic diaphragmatic hernia, 
299* 


tumors: 
—tumours of the diaphragm, with report 
of a diaphragmatic cyst, 500* 
DICOU MARIN 


—application of dicoumarin (3.3-methy 
lene - bis - [4 - hydroxycoumarin]) 
in trauma and gangrene, 371 
DICUMAROL 
—dicumarol therapy in 
emergencies, 257* 
—use of dicumarol in surgery, 254 
DIGITALIS 
—digitalis in the treatment of wounds, 
212 
DREPANOCYTOSIS—See Sicklemia. 
DRESSINGS 


surgical: 
use of moss as a surgical dressing, 259 


thrombotic 











DUCTUS ARTERIOSUS 

patent: 

—complete surgical division of the patent 
ductus arteriosus, a report of four- 
teen successful cases, 296 

congenital patent ductus arteriosus, an 
evaluation of surgical treatment, 493 

ligation of patent ductus arteriosus with 
report of eight cases, 494 

—patent ductus arteriosus, 496* 

-patent ductus arteriosus with bacterial 
encarteritis, transpleural _ ligation 
through posterolateral approach, re- 
port of a case, 6 

some remarks on the surgery of patent 
ductus arteriosus, 495* 


DUCTUS BOTALLI 
aneurysm of the ductus 
surgical problem, 298* 
DUODENUM 
sarcoma: 
-leiomvosarcoma of the duodenum, 516* 
surgery: 
—annual report on surgery of the stom- 
ach and duodenum for 1942, 304 
—bacteriologic aspects of gastric contents 
in the presence of surgical lesions 
of the stomach and duodenum, 316* 
ulcer—See also Gastroduodenal Ulcer. 
-acute perforated duodenal ulcer, 309 
responsibility of the roentgenologist in 
the wartime duodenal ulcer prob- 
lem, 515* 


Botalli as a 


DYSMENORRHEA 
—surgical 
548* 
EAR 
surgery: 
—reconstructive plastic surgery of the ab- 
sent ear with necrocartilage, an orig- 
inal method, 473* 


EARLY RISING 


—confinement to bed for only twenty-four 
hours after operation, 71 


ELBOW 


—capsulectomy for relief of flexion con- 
tractures of the elbow following frac- 
ture, 366* 

—tennis-elbow, 560* 

dislocation: 

—reduction and after-treatment of pos- 
terior dislocation of the elbow with 
special attention to the brachialis 
muscle and myositis ossificans, 360* 


ELEC TROCARDIOGRAMS 

electrocardiograph ic 
576* 

EMBOLISM~—See also Fat Embolism. 


—death from embolism following bron- 
choscopy, 287 


treatment of dysmenorrhea, 


studies in shock, 
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—postoperative pulmonary embolism, sta- 
tistical analysis of cases during 1940 
in St. Anthony’s Hospital, Chicago, 
249 

—problems of postoperative thrombo- 
phlebitis and pulmonary embolism, 
251 

—successful ligation of the left common 
iliac vein for thrombophlebitis com- 
plicated by pulmonary emboli, 158 

—treatment of arterial embolism of the 
extremities, a three-phase division, 
344 

EMERGENCIES 
—surgery in medical emergencies, 214 
EMPYEMA 

—chronic empyema, 7 

—revised technic for the 
empyema, 289 

—roentgenographic demonstration by dio- 
drast of the pleural walls in open 
empyema, 482* 

ENCEPHALOGRAPHY 

—normal air encephalograms in patients 
with convulsive seizures and tumor 
of the brain, 444* 

—pneumoencephalography in the study of 
the sequelae of head injuries, 443* 


treatment of 


ENDOMETRIOSIS 
—endometriosis of the rectosigmoid, re- 
port of a case with review of the lit- 
erature, 532* 
—endometriosis of the sigmoid causing in- 
testinal obstruction, 327* 


ENURESIS 
—treatment of resistant cases of enuresis 
by presacral neurectomy, 467* 


EPILEPSY 
—management of post-traumatic epilepsy, 
270* 
—traumatic epilepsy, pathological factors, 
67 


ESOPHAGUS 


—foreign bodies in the esophagus and 
lower respiratory tract, 298* 

—is obliteration of esophageal varices 
possible? 496* 

atresia: 

—congenital atresia of the esophagus with 
tracheo-esophageal fistulae, trans- 
pleural operative approach, 496* 

cancer: 

—supervoltage roentgen therapy of esoph- 
ageal carcinoma, 496* 


dilatation: 

—suppurative mediastinitis following 
esophageal dilatation, 492* 

fistulas: 


—tracheo-esophageal fistula, report of a 
case, 295* 
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stricture: 
corrosive stricture of the esophagus 
with function restored by combin 
ing surgical and endoscopic treat 
ment, 496* 
ETHER—See also Anesthesia, inhalation. 
—removal of ether vapour during anaes- 
thesia, 245 
use of sodium pentothal with nitrous 
oxide-oxygen-ether anesthesia, 248* 
EXOPHTHALMOS 


-exophthalmos, diagnosis and _ surgical 
treatment of intractable cases, 439*; 
178 
—treatment of Graves’ disease with severe 
exophthalmos, 478* 
EXPLOSIONS 
high explosive fragments, their fate in 
the human body, 404* 
Norfolk explosion disaster, 396* 
EYE 
infections: 
-postoperative endogenous infection of 
the eye with recovery, 266* 
EYELIDS 


~transconjunctival  sliding-graft tech 


niques for eyelid reconstruction, 
284* 
FACE—See also Prostheses. 


deformities: 

—repair of bony and contour deformities 
of the face, 284* 

~some deformities of the sface and their 
correction, 284* 

injuries: 

-early treatment of gunshot wounds of 
the face and jaws, case histories of 
patients treated during World War 
I, 398 

treatment of battle casualties and street 
or industrial wounds, 397* 

paralysis: 

-new technique for repair of facial pa- 
ralysis with tantalum wire, 458* 
plastic surgery in facial paralysis with 
modifications in technic, 283* 


procedure to correct facial paralysis, 
472* 
FASCIA 


—living fascial sutures in the repair of 

inguinal hernia, 143 
results of use of fascial and nonfascial 

sutures in hernial repair, 83 

—use of fascial sutures in inguinal hernia, 
142 

FAT EMBOLISM 

—roentgenologic changes in the lung in 

traumatic fat embolism, 489* 


FEMUR 
—experimental increased blood supply to 
the head and neck of the femur, 362* 
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fractures: 
—blade-plate internal fixation for inter- 
trochanteric fractures, 352 


combination of nail and screw for the 
fixation of fractures of the neck of 
the femur, 358* 

femoral plating with fixation by the 


Townsend and Gilfillan plate, 190 
neglected femoral fractures, 192 
-treatment of intertrochanteric fractures 

of the femur, 355 
treatment of war fractures of the femur, 

351 

tumors: 
giant cell tumor of 
267* 
FIBRIN 
fibrin fixation of skin transplants, 279 


FIBROMYOSARCOMA 
-recurring retroperitoneal 
coma, 503* 


FIBULA 


diaphysectomy for chronic osteomyelitis 
of the fibula, 167 


FINGERS 


fractures: 
compound fractures of the fingers, 356 
injuries: 
-immediate skin grafts on finger injur- 
ies, 283* 
industrial injuries to fingers, 397* 
surgery: 
plastic repair of the finger tips, 473* 
FLAPS 
fluorescein test in the management of 
tubed (pedicle) flaps, 89 
simple drainage of intrathoracic suppu- 


the lower femur, 


fibromyosa! 


rations, use of endocutaneous (Eloes- 
ser) flap, 103 

FLAT FOOT 

—severe flat foot of adolescence and its 


surgical treatment, 52 
FLUORESCEIN 


fluorescein test in the management of 
tubed (pedicle) flaps, 89 


FOREIGN BODIES 


foreign bodies in the esophagus and 
lower respiratory tract, 298* 
foreign bodies in and about the heart, 
492 
high explosive fragments, their fate in 
the human body, 404* 
intussusception of small gut due to for 
eign body, 532* 
-practical method of localization and re 
moval of foreign bodies, 261* 
—simplification of the operations for 
lodged bullets and shell fragments, 
582* 
swallowed needle removed after 
years from the omentum, 584* 


twenty 
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thorascopic removal from the chest of a 
broken anesthetic needle, 288* 


FRACTURES—See also Arm, fractures; Leg, 
fractures; and under names of indi- 
vidual bones. 

ambulatory treatment of some common 
types of industrial injuries and frac- 
tures, 553* 

contribution to 
tures, 186 

—delaved reduction of fractures, 353 

different uses for the walking stirrup, 
858* 

distraction plaster cast as method of 
choice in case of gunshot fractures 


the treatment of frac- 


on the battlefield, 582* 
how to improve the treatment of frac- 
tures, 357* 


—study of the prevention of infection in 
contaminated accidental wounds, 
compound fractures and burns, 66 

treatment of burns complicated by frac- 
tures of the extremities, 564 

treatment of compound fractures aboard 
a hospital ship, 358* 

treatment of fractures by physical ther- 
apy, 554* 

treatment of war fractures, 553* 

—wartime fractures in the Navy, 358* 

complications: 

—soft tissue injury coincident with frac- 


tures, 189 
march: 
—march fracture, a common disability 


of the foot in military practice, 553* 
march fracture, report of a case in- 
volving both fibulae, 358* 
—march fractures, 358* 
—march fractures of the tibia and femur, 
553* 
non-union: 
—ununited fractures, 60 
operative treatment: 
femoral plating with fixation by 
Townsend and Gilfillan plate, 190 
insertion of Smith-Peterson nail without 
an initial skin incision, 61 
medullary pegging in bone fractures, 
554* 
new type of bone plate and screws, 185 
severe complications and suppurations 
following medullary pegging, 553* 
temporary percutaneous wire fixation 
for open fractures, 188 
—ten factors in the closed plaster tech- 
nique for compound fractures of 
lower extremities, 187 
—treatment of open fractures, 554* 
splints: 
—description of an all-purpose rigid lit- 
ter-splint, 404* 
—modification of the Red Cross wooden 
traction splint, 59 
—technic for application of the auxiliary 
Cramer splint, 553* 


the 


FREEZING 

—circulatory changes in the limbs follow- 
ing freezing injuries, 569* 

—interventions on the sympathetic nervous 
system in treatment of local freezing 
injuries, 460 

,ALLBLADDER 


—polyposis of the gallbladder, report of a 
case diagnosed preoperatively by ro- 
entgenological examination, 335* 

cancer: 

—carcinoma of the gallbladder, a clinical 
and pathologic study, 335* 

-peritoneoscopy, as an aid in the diag- 
nosis ‘of carcinoma of the gallbladder, 
136 

disease: 

—gallbladder disease, 330 

—sulfonamide treatment and clinical sig- 
nificance of chronic biliary tract in- 
fection, 30 

perforation: 

—perforating gallbladder, a report of 29 
cases, 31 

—perforation of the gallbladder, a study 
of twenty-five consecutive cases, 135 

surgery: See also Cholecystitis; Cholecys- 
tectomy. 

—case report and review of cholecystelec- 
trocoagulectomy (Thorek), 134 
—importance of latent hepatic disease in 
surgery of the gallbladder and the 

biliary tract, 29 

—new type of drainage in gallbladder 
fields, 133 

—results of gallbladder surgery in dia- 
betes mellitus, 34 

—valvular cholecystogastrostomy, 335* 


GALLSTONES 


—frequency and future of gallstones be- 
lieved to be quiescent or symptom- 
less, 335* 

—incidence of gallstones in the higher 
age groups, 35 

complications: 

—incidence of liver stones associated with 
cholelithiasis and its clinical signifi- 
cance, 536* 

GANGRENE-—See also Gas Gangrene. 


—gangrene of the fingers following digital 
nerve block, a report of eight cases 
with discussion of the gangrene 
pathogenesis, 428*, 458* 

—traumatic arterial spasm resulting in 
gangrene of the upper extremity, 
550* 

arteriosclerotic: 

—methods of mortality reduction in am- 
putations for arteriosclerotic gan- 
grene, 161 


»AS BACILLI 

—Bacillus Welchii infections complicating 
surgical procedures upon the upper 
urinary tract, 539 


=~ 
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rapid identification of the Clostridium 
Welchii in accidental wounds, 434* 


GAS GANGRENE 

—penicillin in gas gangrene, 266* 

—treatment of gas gangrene, 435* 

AS POISONING 

—management of certain aspects of gas 
poisoning with reference to shock 
and pulmonary complications, 576* 


GASTRECTOMY 


—effects of resection on the 
ulcer stomachs, 509 
—gastric resection for peptic ulcer, 12 

—late results of gastrectomy, 15 

—problem of total gastrectomy, 513 

—three successful cases of total gastrec 
tomy, 112 

total gastrectomy, 515* 

—total gastrectomy, splenectomy, resection 
of the left lobe of the liver, omentu- 
mectomy and colectomy upon one 
patjent in one operation, 307 

—total gastrectomy by the transthoracic 
approach, report of seven cases, 111 

GASTRODUODENAL ULCER 

—peptic ulcer, 316* 

—should most gastric ulcers be 
surgically, or medically? 9 

—which peptic ulcers should be operated 
upon? 311 

hemorrhage: 

effect of hypertension on the prognosis 
of bleeding peptic ulcer, 516* 

—familial peptic ulcer hemorrhage, 311 

perforation: 

acute gastroduodenal perforations, re- 

view of Metropolitan Hospital series, 
1930-1941, 117 
—perforation of gastric and duodenal ul- 
cers, a series of 312 cases, 310 
—study of the healing of abdominal oper- 
ative wounds following closure of 
perforated ulcers of the stomach and 
duodenum, 119 
surgery: 
-effects of resection on the 
ulcer stomach, 509 
gastric and duodenal 
treatment, 504 
—gastric resection for peptic ulcer, 12 
—surgical treatment of peptic ulcer, 10 
ASTROEN TEROLOGY 
—gastroenterology, a review of the litera- 


~ 


acidity of 


treated 


acidity of 


ulcer, surgical 


~ 


ture from July 1942 to July 1943, 
302* 
—simple, useful, anterior gastroenteros- 


tomy, 305 
GASTROINTESTINAL 
—postoperative 
ances, 79 
anastomosis: 
—anastomoses between the _ biliary 
and gastrointestinal tract, 533 


PRACT 


gastrointestinal disturb- 


tract 


successful anastomosis between the two 
hepatic ducts and the duodenum 
with remarks on the use of rubber 
prostheses, 536* 

cancer: 

-diagnostic value of blood studies in ma- 
lignancy of the gastrointestinal tract, 
302* 

gastrointestinal malignancies, 316* 

-metabolic studies in patients with can- 
cer of the gastro-intestinal tract, hy- 
poproteinemia and anemia in pa- 
tients with gastric cancer, 14 

—metastases to the bone as the first 
symptom of cancer of the gastrointes- 
tinal tract, 502* 

—multiple primary carcinomas of the gas- 
trointestinal tract, 437* 

diseases: 
—parenteral fluids and food in gastroin- 
testinal diseases, 503* 

-some comments on roentgen diagnosis 
of disease of the gastrointestinal 
tract, 503* 

surgery . 

intraperitoneal use of sulfonamides in 
gastrointestinal resections, 4] 

—spontaneous closure of gastrojejunocolic 
fistula following first stage implanta- 
tion of the ileum into the descend- 
ing colon, 516* 

treatment and prognosis of gastrojejuno- 
colic fistula, 510 

tumors: 

lymphosarcoma of the gastrointestinal 
tract, report of twenty cases, 301 


GASTROJEJUNAL ULCER 
surgical treatment of gastrojejunal ul- 
cer, 116 
GASTROSCOPY 


correlation of roentgenologic and gas- 
troscopic examinations, from _ the 
standpoint of the gastroenterologist, 
516* 
gastroscopic findings in a case of diffuse 
sarcoma of the stomach, 517* 
indications for vertical gastroscopy, 516* 
GENITALS 
female: 
-genital fistulae in women, 547* 
GERMICIDES—See_ Antiseptics. 
GOITER 
—masked abscess in colloid goiter, 478* 
toxic: 
method of intravenous iodine medica- 
tion for the rapid preparation of 
patients with diffuse toxic goiter for 
operation, 175 
GRAFTS—See also Bone Grafts; Skin Grafts. 
transconjunctival _ sliding-graft —_tech- 
niques for eyelid reconstruction, 284* 
GRAVES’ DISEASE—See Thyroid, surgery. 














GYNECOLOGY 

surgery: 

-scalenus anticus syndrome as a compli- 
cation after gynecologic operations, 
545 

HAND 
fractures: 
use of skeletal traction in the hand, 
553* 

infections: ’ 

—acute infections of the hands, 435* 

injuries: 

—plastic repair of extensor hand contrac- 
tures following healed deep second 
degree burns, 379 

—repair of the burned hand, 378 

HEAD 


injuries—See also Brain, injuries. 
craniocerebral trauma, a discussion of 
general medical and nursing care, 
444* 

—functional anatomy of the skull, the 
anatomical factors in craniocerebral 
injuries, 444* 

-late sequelae of gunshot injuries of the 
head, 583* 

—management of wounds and injuries to 
the head, 439 

—prolonged disturbances of consciousness 
following head injury, 444* 

—pneumoencephalography in the study 
of the sequelae of head injuries, 443* 

—proposal to prevent necrosis of the 
tabula externa of the skull denuded 
of periosteum, 439* 

sedation in patients with acute head 
injury, 268 

surgical treatment of cranial trauma, 
441 

symposium on injuries of the head, 
chest and back, 196 

—technic for building head cast fracture 
appliances from coat hangers, 276* 

HEART 


foreign bodies: 
—foreign bodies in and about the heart, 
492 
injuries: 
-stab wounds of the heart and pericar- 
dium, 495* 
-wounds of the heart in civil practice, 69 
surgery—See also Ductus Arteriosus. 
principles underlying the operative ap- 
proach to the treatment of myocar- 
dial ischemia, 105 
surgical procedures in cases of healed 
or healing myocardial infarcts, 107 


HEMATOCOLPOMETRA 


—hematocolpometra, report of a case with 
complications, 548* 


HEMATOMA 


—subscapular ossified hematoma, case re- 
port, 350* 
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INDEX 597 





HEMORRHAGE 

—clinical experience with thrombin as an 
hemostatic agent, 86 

—experience with the use of thrombin 
with and without soluble cellulose 
for local hemostasis, 432 

—hemorrhage and postoperative hemo- 
globin loss, 76 

—necrotic purulent arteritis as a cause of 
hemorrhagic death, 435* 

—vitamin K in tonsillectomy granulation 
oozing, 229 


HEMOSTASIS—See Hemorrhage. 


HEPARIN 


—diminution in the number of leuko- 
cytes following intravenous injection 
of heparin in rabbits and in man, 
580* 

—prolonged anticoagulant action of he- 
parin in a beeswax mixture, 253 


HEPATITIS 
acute epidemic—See Jaundice, infectious. 


HEPATORENAL SYNDROME-—See Liver, 


function. 


HERNIAS 
—Cooper’s ligament herniotomy, clinical 
experience in 322 consecutive cases, 
140 
—hernias, report of two unusual cases, 
303* 
—incisional hernia, 138 
—results of use of fascial and nonfascial 
sutures in hernial repair, 88 
—plication of the internal oblique muscle 
in the repair of direct and recur- 
rent hernia, 144 
diaphragmatic: 
—diaphragmatic hernia in infancy, 500* 
femoral: 
—appendix incarcerated in a femoral her- 
nia, 308* 
inguinal: 
—changing concepts of inguinal hernia, 
504* 
—living fascial sutures in the repair of in- 
guinal hernia, 143 
—right inguinal hernia following lower 
abdominal incisions, report of thirty- 
one cases, 303* 
—use of fascial sutures in inguinal her- 
nia, 142 
-vermiform appendix in inguinal hernial 
sac, a report of 3 cases, 303* 
HERPES 
—cranial nerve palsies with herpes follow- 
ing general anesthesia, a report from 
the Central Middlesex County Hos- 
pital, 427* 
HIP JOINT 
—acute suppurative arthritis of the hip in 
childhood, 561* 


: 
4 
: 
; 








mechanical external fixation of the hip 
joint, 366* . 
pyogenic coxitis, end results and consid- 
erations of diagnosis and treatment, 
560* 
role of aseptic bone necrosis in hip le 
sions, 362* 
simplified surgical approach to the hip, 
364 
study of subtrochanteric osteotomy, 168 
tabetic arthropathy of the hip, case re- 
port, 366* 
dislocations: 
—complicated traumatic 
the hip, 366* 
-early diagnosis and early treatment of 
congenital dislocation of the hip, 
561* 
tuberculosis: 
tuberculosis of bursa in the region of 
the hip joint, 366* 


HISTAMINE 


presence of permeability-increasing sub- 
stances in histamine shock, 576* 


HORSE SERUM 


-topical application of horse serum in 
the treatment of extensive burns, 
569* 


HUMERUS 


fractures: 
—fracture of the lesser 
humerus, 358* 


HYPERTENSION 


effect of hypertension on the prognosis 
of bleeding peptic ulcer, 516* 
—paroxysmal hypertension in adrenal 
tumor, 584* 
treatment of hypertension, comparison 
of mortality in medically and surgi- 
cally treated cases, 467* 
surgical treatment: 
circulation in man in certain postures 
before and after extensive sympathec- 
tomy for essential hypertension, effect 
of certain mechanical agents and 
paredrinol on blood pressure and 
pulse rate, 463 
circulation in man in certain postures 
before and after extensive sympathec- 
tomy for essential hypertension, phys- 
10logic aspects, 461 
essential hypertension, 
ment, 459 
thoracolumbar sympathectomy in essen- 
tial hypertension, 464 


HYPERTHYROIDISM 

surgical treatment—See Thyroid, surgery. 
HYPOPROTEINEMIA 
HYSTERECTOMY 


carcinoma of the cervix, the Wertheim 
operation, 343 


dislocations of 


tuberosity of the 


surgical treat 


See Proteins. 
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evaluation of vaginal hysterectomy, 


547* 
ILEITIS 
regional ileitis, management of com- 
bined involvement of distal ileum 
and distal colon, 318* 


ILEOSTOMY 


perforation of the ileum following late 
ileostomy for ulcerative colitis, 5!8* 


simple apparatus -for care of an 
ileostomy wound, 317 
-tannin control of ileostomy, 19 
ILEUM 


mesenteric thrombosis of the terminal 
ileum, 318* 
cancer: 
metastasizing carcinoids of the 
519° 
polypoid carcinoma of the ileum pro- 
ducing intussusception, primary re- 


section with recovery of patient, 518* 
ILIAC VEIN 
ligation: 
Successful ligation of the left common 


iliac vein for thrombophlebitis com 
plicated by pulmonary emboli, 158 


ileum, 


IMMERSION FOOT 
-aetiology of “immersion foot,” 582* 


IMPLANTS 


implant material, the production of 
fibrous tissue around cotton and 
other foreign materials implanted 


subcutaneously in rats, 583* 


INDUSTRIAL SURGERY 


ambulatory treatment of some common 
types of industrial injuries and frac- 
tures, 553* 

industrial injuries to fingers, 397* 

medicine in wartime industries, 404* 

rapid rehabilitation in the shipbuild- 
ing industry, 396* 

treatment of industrial wounds, 

treatment of traumatic 
ternal paracentesis, 


INFECTIONS—See also 


bacteria and the “toxic factor” in shock, 


193 
bursitis by in 
197 


Wounds, infection. 


571 
skin as a source of systemic infection, 
265* 
INFRA-RED 
varicose veins of the abdominal wall, 


report of a case demonstrated by in- 
fra-red photography, 550* 
INTERCOSTAL NERVES 
postoperative pain following total pneu- 
monectomy, its prevention by crush- 


ing the intercostal nerves at the 
time of operation, 294 
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INTERVERTEBRAL DISKS 
hemilaminectomy, technic for herniated 
lumbar discs, 454* 
intervertebral disc problem in the Navy, 
445 
lateral rupture of the cervical interver- 
tebral discs, a common cause of 
shoulder and arm pain, 451 
newer aspects of ruptured intervertebral 
disks, 448 
osteochondriosis of the intervertebral 
disks, 454* 
pathology, clinical manifestations and 
treatment of lesions of the interver- 
tebral disks, 454* 
posterior herniation of the interver- 
tebral disks, 454* 
rupture of the fourth and fifth lumban 
disks with bilateral sciatic pain, 271* 
recent advances in the treatment of rup- 
tured (lumbar) intervertebral disks, 
171 
IN FESTINES—See also Colon 
anastomosis: 
-aseptic resection and anastomosis of the 
small intestine, 519* 
cholecysto - enterostomy, choledo - enter 
ostomy and enteroenterostomy by 
means of rubber bands, the use of 
rubber bands in the Mikulicz opera- 
tion, 120 
diverticula—See also Meckel’s Diverticu- 
lum. 
diverticulitis, 532* 
intussusception: 
enteroenteric intussusception, 318* 
intussusception due to Meckel’s diver- 
ticulum, recovery following  resec- 
tion and ileo-transverse colostomy, 
517 
intussusception of small gut due to for- 
eign body, 532* 
polypoid carcinoma of the ileum pro- 
ducing intussusception, primary re 
section with recovery of patient, 518* 
traumatic intussusception, 532* 
injuries: 
traumatic rupture of the intestine, 518* 
obstruction—See also Colon, obstruction. 
certain considerations in the manage- 
ment of small intestinal obstruction, 
122 
intestinal obstruction, 121, 328* 
errors in the diagnosis of intestinal ob 
struction, 532* 
new portable suction apparatus for use 
with the Miller-Abbott tube, 532* 
non-malignant intestinal obstruction, 
327 
oblique, aseptic end-to-end anastomosis, 
procedure of choice in strangulating 
small bowel obstruction, 17 
prolonged intubation suction and de- 
ferred or delayed surgery in treat 
ment of multiple adhesive obstruc- 
tions of the small intestines, 328* 
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perforation: 
—perforation of the intestines in typhoid 
fever, 518* 
surgery: 
—intestinal clamps, a new structural prin- 
ciple, 25 
IN TRAMEDULLARY INFUSIONS 
-bone marrow as a site for the reception 
of infusions, transfusion and anes- 
thetic agents, a review of the present 
position, 580* 
new technique for intramedullary in- 
fusions, 225 
INTRAVENOUS THERAPY 
amino acid mixtures effective parenter- 
ally for long continued plasma _ pro- 
tein production, 583* 
improved “closed” technique of veni- 
puncture for continuous intravenous 
therapy, 92 
-instructions for venipuncture and intra- 
venous therapy, 431* 
parenteral fluids and foods in gastro- 
intestinal diseases, 503* 
practical points on intravenous therapy 
technique, 391* 
technic of intravenous injections in in- 
fants, 227 
IN TUSSUSCEPTION—See = IJntestines, in- 
tussusce ption, 


IODINE 
—method of intravenous iodine medica 
tion for the rapid preparation of pa- 
tients with diffuse toxic goiter for 
operation, 175 
ISCHEMIA 
~circulatory changes following Esmarch’s 
ischemia, 551* 
JAUNDICE 
—methods of diagnosis of jaundice, 536* 
infectious: 
—surgical conditions associated with acute 
epidemic hepatitis, 77 
JEJUNOSTOMY 
—jejunostomy for the decompression of 
the postoperative stomach, 507 
JEJUNUM 
-delusive calm following jejunal rup- 


ture by nonpenetrating abdominal 
trauma, 318* 
cancer: 
primary adenocarcinoma of the jejunum 
with intussusception, case report, 
318* 
tumors: 
—multiple adenomas of the jejunum, case 
report, 318* 
ulcer—See also Gastrojejunal Ulcer. 
perforation of postoperative jejunal 
ulcers, 517* 
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JINTS—See also Hip Joint; Knee Joint 

—boloscope as an aid in detecting roent- 
genologically demonstrable diseases 
of the bones, joints and soft tissues, 
561* 

treatment of gunshot 
joints, 560* 

IDNEY 

-significance of the lymphatic system of 
the human kidney, 544* 

calculus: 

—bilateral renal lithiasis, case report, 341* 

renal calculo-viscero urologic complex, 
543* 

decapsulation: 

—sulfathiazole, toxic nephrosis and kidney 
decapsulation, 152 

pelvis: 

—carcinoma of the renal pelvis, histo- 
pathologic study of seventy-five cases 
with special reference to prognosis, 
540 

surgery—See also Nephrectomy 

-conservative plastic operations on the 
kidney, 342* 

—renal tuberculosis, 44 

—set of needles for suturing the renal 
parenchyma, 543* 

—surgery of the congenital 
kidney, 341* 

tumors—See also Kidney, pelvis. 

—kidney tumors, classification, review of 
symptoms, methods of diagnosis, 
therapy and end-results, 544* 

—malignant tumors of the kidney, review 
of 117 cases, 543* 

—roentgen therapy of Wilms tumor, 342* 


injuries of the 


anomalous 


KNEE JOINT 


experiences with resection of the knee 
joint according to Westhues, 561* 
-forcible flexion of the knee joint anky- 
losed in extension 
injury, 560* 
—gangrene complicating fractures about 
the knee, 358* 
internal derangements of the knee joint, 
169 
—mobilization of the synovial membrane 
for plastic repair of large defects of 
the capsule of the knee joint, 560* 
—synovial cysts of the popliteal space, 
clinical significance and treatment, 
557 
treatment of acute knee injuries with 
special reference to the “weak knee” 
syndrome, 560* 


following war 


—treatment of flail knee following inter- 


nal knee injuries and fractures of 
the head of the tibia, 560* 
treatment of violently suppurating gun 
shot injuries of the knee, 561* 
—use of special views in roentgenography 
of the knee joint, 366* 


LAMINECTOMY 


hemilaminectomy, technic for herniated 
lumbar discs, 454* 


— 


— 


— 
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ARYNGECTOMY 

—mechanism of the esophageal voice fol- 
lowing laryngectomy, 276* 

ARYNX 

cancer: 

—treatment of cancer of the larynx by 
roentgen irradiation, 468* 

.EG 

fractures: 

—fracture of tibia and fibula treated by 
r and G bone plate, 358* 

—treatment of fractures of both bones of 
the leg by conservative methods, 63 

treatment of old infected and ununited 

fractures of the leg, 552 

LEUKEMIA 

—cancer and leukemia, report of two 
cases with combined lesions, review 
of literature, 436* 

LEVINE TUBE 


—new technique for using the Levine 
tube in biliary intestinal anastomosis, 
334 


IGAMENTUM FLAVUM 


—hitherto rarely noted cause of backache 
and radiating pain in the limbs, 
hypertrophy of the ligamentum 
flavum, 449 


AGATURES 
easy ligation of blood vessels in deep 
cavities, a new instrument § and 
method, 433* 
AIGHI THERAPY — See Radiation 
Therapy. 
AP 
cancer: 
—cancer of the lip, a study of fifty-six 
five-year cases, 275 
inypuries: 
simplified method of rotating skin and 
mucous membrane flaps for complete 
reconstruction of the lower lip, 284* 
surgery: 
restoration of facial contours in surgery 
of the secondary cleft lip and palate, 
172* 
IPOSARCOMA 


—liposarcoma, the malignant tumor of 
lipoblasts, 268* 


AVER 


case of hepatoptosis simulating intra- 
abdominal tumor, 335* 

—new aid in control of hemorrhage in 
severe damage to the liver, transfu- 
sions of blood fortified by administra- 
tion of vitamin K to donors, 335* 

abscess: 

—pyogenic liver abscess in the aged, 335* 

cysts: 

—calcified hydatid cyst of the liver, duo- 
denal fistula, 536* 

diseases—See also Jaundice, infectious. 

-importance of latent hepatic disease in 
surgery of the gallbladder and _ the 
biliary tract, 29 
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importance of latent parenchymal dis- 
ease of the liver in surgery, 431* 
peritoneoscopy in liver disease, 303 
value of puncture of the liver in diag- 
nosis of various diseases of the liver, 
536* 
function: 
hepatorenal syndrome, 220 
surgery: 
hepatoma in infancy and childhood, 
discussion and report of patients 
treated by operation, 336* 


LOBECTOMY 


conservation of lung tissue by partial 
lobectomy, 4 

etiology and surgical treatment of lung 
abscess, importance of lobectomy, 
iss* 

lobectomy in pulmonary tuberculosis, 
292 

LOBOTOMY 


prefrontal lobotomy and_ involutional 
melancholia, 443* 


LUNGS 


anomalous pulmonary veins, 295* 
management of certain aspects of gas 
poisoning with particular reference 
to shock and pulmonary complica- 
tions, 576* 
abscess: 
etiology and surgical treatment of lung 
abscess, importance of lobectomy, 
i88* 
cancer: 
cardiac arrhythmia in bronchial car- 
cinoma, 489* 
metastatic brain tumor with broncho- 
genic carcinoma as the _ primary 
source, 295* 
morphology of primary carcinoma of 
the human lung, summary and dis- 
cussion of the pathologic anatomy in 
15 cases, 295* 
obstructive emphysema and atelectasis 
in the same lung resulting from 
bronchogenic carcinoma, 295* 
primary cancer of the lungs, 489* 
primary carcinoma of the lung, 295* 
roentgen diagnosis of bronchiogenic car- 
cinoma, 485 
roentgen rays in the treatment of car- 
cinoma of the bronchus, 489* 
total pneumonectomy for metastatic 
uterine carcinoma, 295* 
x-ray diagnosis of bronchiogenic car- 
cinoma, 489* 
cysts: 
diagnosis and treatment of bronchio- 
genic cysts of the mediastinum and 
lung, 488* 
injuries: 
treatment of penetrating gunshot in- 
juries of the lungs, 489* 
postoperative complications—See_ Atelec- 
tasis. 


surgery—See also Lobectomy; Pneumonec- 
tomy 
—lead buttons for intrapulmonary local- 
ization, 288* 
—new trends and results in surgical 
therapy of pulmonary suppuration, 
291 
—use of plasma for filling the pleural 
space after loss of varying amounts 
of lung, 483 
tumors: 
—solitary circumscribed tumors of the 
lung, 487 
—tumor occurring in the superior pul- 
monary sulcus, 480* 
LYMPHADENITIS 
—roentgen rays in the treatment of cer- 
vical lymphadenitis, 159 
LYMPHOSARCOMA 
—lymphosarcoma of the gastrointestinal 
tract. report of twenty cases, 301 
—mediastinal lymphosarcoma, report of 
a case under roentgen therapy for 
more than ten years, 492* 
MACRODACTYLY 
—macrodactyly, case report, 362* 
MANDIBLE 
—bone grafts to the mandible, 283* 
fractures: 
—fracture of the condyle of the mandible, 
276* 
MANGANESE 
—therapeutic effect of heavy metal-man- 
ganese compounds in suppurating 
surgical wounds, 435* 
MASTITIS 
—chronic cystic mastitis with particular 
reference to classification, 499* 
MAXILLA 
injuries: 
—maxillo-facial injuries, 276* 
MECKEL’S DIVERTICULUM 
—intussusception due to Meckel’s diver- 
ticulum, recovery following resection 
and ileo-transverse colostomy, 517 
—regional enteritis involving Meckel’s 
diverticulum, perforation of the di- 
verticulum with fistula formation, 
318* 
MEDIASTINITIS 
—suppurative mediastinitis following eso- 
phageal dilatation, 492* 
MEDIASTINOTOMY 
—exploratory anterior mediastinotomy in 
three cases of myasthenia gravis, 490 
MEDIASTINUM 
tumors: 
—diagnosis and treatment of bronchio- 
genic cysts of the mediastinum and 
lung, 488* 
—hemangioma of the mediastinum, 295* 
—mediastinal lipoma, 295* 
—mediastinal lymphosarcoma, report of 
a case under roentgen therapy for 
more than ten years, 492* 








602 QUARTERLY REVIEW OF SURGERY 


MEGACOLON 
congenital megacolon, favorable end re 
sults of treatment by resection, 125 
—dyschezia and megacolon, 327* 
MEIGS SYNDROME—See Ovary, tumors. 
MENINGITIS 

tuberculous: 

—tuberculous meningitis complicating 
thoracic surgery, 480* 

MESENTERY 

lymph glands: 

—acute nonspecific mesenteric adenitis, 
503* 

METACARPUS 

fractures: 

—simple fractures of the metacarpal 
diaphyses, 348* 

METHEDRINE 

—use of methedrine in surgical opera- 
tions, clinical study on an effective 
pressor drug, 224 

MIKULICZ OPERATION—See also Colon, 
surgery. 

—cholecysto - enterostomy, choledocho 
enterostomy and entero-enterostomy 
by means of rubber bands, the use of 
rubber bands in the Mikulicz opera- 
tion, 120 

MILLER-ABBOTT TUBE 
—new portable suction apparatus for use 
with the Miller-Abbott tube, 532* 
MONOACETYLMORPHINE — See Mor- 
phine. 
MORPHINE 

—comparative study of analgesic effects 
of morphine sulfate and monoacetyl- 
morphine, 427* 

MORTALITY 

surgical—See Deaths, postoperative. 
MOSS 

—use of moss as a surgical dressing, 259 
MOUTH 

surgery: 

—accessory operating table for oral sur- 
gery in infants and children, 472* 

MUSCLE 

-pathogenesis and treatment of shock 
resulting from crushing of muscle, 
574 

—study of shock produced by the intra- 
peritoneal implantation of muscle, 
571 

MYASTHENIA GRAVIS 

—exploratory anterior mediastinotomy in 
three cases of myasthenia gravis, 480 

—thymectomy for myasthenia gravis, 491 

MYELOMA 

—multiple myeloma first discovered in 

the mandible, case report, 267* 
MYOCARDIU M—See Heart, surgery 
NAPH THOCAINE 

use of naphthocaine as a local anes 
thetic in ophthalmology, 247* 


NECK 

-thymic cyst of the neck, report of a 
case, 267*, 276* 

cancer: 

—treatment of metastatic carcinoma of 
the neck, 469* 

NEPHRECTOMY 

—effects of unilateral nephrectomy in 

treatment of hypertension, 342* 
NEPHROSIS 

-sulfathiazole toxic nephrosis and kidney 

decapsulation, 152 
NERVE BLOCK—See also Anesthesia, nerve 
block. 

—preliminary report on a method for 
lengthening the effect of a sympa- 
thetic nerve block, 466 

NERVE GRAFTS—See Nerves, injuries. 
NERVES—See also Cranial Nerves. 
injuries: 

-functional nerve regeneration through 
frozen-dried nerve grafts in cats and 
monkeys, 457 

—plasma clot suture of nerves, illustrated 
technique, 272 

principles of treatment in peripheral 
nerve injuries, 273 

—surgical treatment of peripheral nerve 
injuries, 274* 

—treatment and after-treatment of nerve 
injuries, 458* 

NEURALGIA 

trigeminal: 

treatment of trigeminal neuralgia with 
alcohol injections into the Gasserian 
ganglion and with peripheral inter- 
ventions on the nerves, 454 

trigeminal neuralgia and related con 
ditions, 274* 

NEUROSURGERY 

-pentothal sodium anesthesia in neu 

rologic surgery, 428*, 437 
NICKEL PECTINATE 

—epithelization as affected by nickel 

pectinate and other agents, 395 
NIPPLES 

free transplantation of nipples and 

areolae, 284* 
NITROUS OXIDE 

use of sodium pentothal with nitrous 

oxide-oxygen-ether anesthesia, 248* 
NOSE 

deformities: 

correction of multiple deformities of 
the nose, 473* 

NOVOCAINE 

intravenous novocaine for analgesia i 

burns, 177 
OLD AGE 
surgical treatment of the aged, 217 


OLIGOPHRENIA 
is it possible to influence oligophrenia 
by surgical measures? 584* 








OMENTUM 
swallowed needle removed after twenty 
years from the omentum, 584* 
traumatic cyst of the omentum, 
case report, 302* 
ORTHOPEDIC SURGERY 
orthopedic surgery in the treatment of 
wounds, 550* 
OSTEOCHONDRITIS 
osteochondritis dissecans, 362* 
tetany due to deficiency in magnesium, 
its occurrence in a child of six years 
with associated osteochondritis of 
capital epiphyses of femur (Legg- 
Perthes disease), 557* 
OSTEOMYELITIS 
diaphysectomy for chronic osteomyelitis 
of the fibula, 167 
sulfathiazole in chronic 
166 
sulfonamides in the treatment of 
chronic osteomyelitis, 360 
treatment of acute osteomyelitis, 556 
OSTEOTOMY 
lateral osteotomy, anatomical considera- 
tions, 276* 
study of subtrochanteric osteotomy, 168 
ARY 
origin of ovarian adhesions from. or- 
ganized liquor folliculi in the rhesus 
monkey, 547* 
tumors: 
malignant cystadenoma of the 
with a pleural effusion, 546* 
-malignant granulosa cell tumor, 436* 
thecoma of the ovary associated with 
pleural effusion and ascites, Meigs 
syndrome, 547* 
OVERHEAD SUPPORT! 
modified overhead support 
operative use, 261* 
PALATE—See Cleft Palate. 
PANCREAS—See also Pancreatitis. 
annulat pancreas, 538* 
diagnostic value of pancreatic function 
tests in 47 surgically treated cases, 537 
ance) 


lesse1 


osteomyelitis, 


OV 


Ovary 


for post- 


partial duodenopancreatectomy in one 
stage for carcinoma of the head of 
the pancreas, report of a case with 
successful outcome, 538* 
dise ase: 
diagnosis of pancreatic disease, 148 
diseases of the pancreas, 538* 
injuries: 
recognition and management of acute 
trauma to the pancreas with particu- 
lar reference to the use of the serum 
amylase test, 150 
necrosis: 
some roentgen 
538* 


aspects of pancreatic 
necrosis, 
surge ry: 
pancreatic calculi, report of seven cases 
in two of which cure was ettected by 
pancreaticolithotomy, 339* 
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—subtotal pancreatectomy for 
cemia, 339* 
—surgery of the pancreas, 336 
total pancreatectomy for hyperinsulin- 
ism due to an islet-cell adenoma, sur- 
vival and cure at sixteen months 
after operation, presentation of meta- 
bolic studies, 338 
PANCREATITIS 
acute hemorrhagic pancreatitis, a new 
etiological concept and case report, 
339* 
PARACEN TESIS 
improved method for abdominal para- 
centesis, 503* 
PARACHUTES 
—parachute injuries, 583* 
PARA THYROIDECTOMY 
—parathyroidectomy in the treatment of 
scleroderma, 478* 


PAREDRINOL 
-circulation in man in certain postures 
before and after extensive sympathec- 
tomy for essential hypertension, effect 
of certain mechanical agents and 
paredrinol on blood pressure and 
pulse rate, 463 
PAROTID GLAND 
tumors: 
-clinical observations and surgical ex- 
periences with parotid gland tumors, 
167 
PATELLA 
fractures: 
internal fixation of fractures of the 
patella with cotton suture material, 
553* 
operative treatment of fractures of the 
patella, 62 
PECTIN 
—pectin solutions in 
shock, 390* 
PELVIS 
—culdoscopy a new method in the diag- 
nosis of pelvic disease, 547* 
fracture: 
fractured pelvis complicated by gan- 
grene of extremity, amputation under 
refrigeration anesthesia, 563* 
infections: 
—pelvic reactions to infections, a study 
of 493 operative cases, 547* 
tuberculosis: 
roentgen therapy of pelvic tuberculosis 
in the female, 344* 
tumors: 
urinary tract changes with benign pelvic 
tumors, 342* 
PENICILLIN 
—clinical use of penicillin, 435* 
observations on the use of sulfonamides 
and penicillin under various experi- 
mental intracranial conditions, 444* 
penicillin in gas gangrene, 266* 


hypogly- 


the treatment of 








penicillin therapy of surgical infections 
in the U. S. Army, 433* 
-treatment of intracranial infections with 
penicillin, 265* 
PENIS 
—Peyronie’s disease or plastic induration 
of the penis, 342* 


PENTOTHAL SODIUM-—See also Anes- 
thesia, intravenous. 
mixed pentothal-cyclopropane anes- 
thesia, 206 
—pentothal sodium in major surgical 


procedures, 204 
—use of sodium pentothal anesthesia, 208 
—use of sodium pentothal with nitrous 
oxide-oxygen-ether anesthesia, 248* 
—pentothal sodium, range of usefulness, 
complications and their management, 


92"7 
adi 


PEPTIC ULCER 
Ulcer. 
PERIARTHRITIS 

periarthritis of the shoulder joint, 558 
PERICARDITIS 


See Gastroduodenal 


acute metastatic suppurative peri- 
carditis, two-stage pericardiostomy 
with recovery, 298* 


constrictive pericarditis, classic 
with pericardiectomy, 298* 

constrictive pericarditis, an atypical 
case, extreme ascites, cure by peri- 
cardiectomy, 298* 

—precardiac thoracectomy and hepato 
pexy in ascites due to adhesive peri 
carditis, 108. 

PERITONEOSCOPY 

—peritoneoscope, 503* 

—peritoneoscopy as an aid in the diag- 
nosis of carcinoma of the gall blad- 
der, 136 

peritoneoscopy in liver disease, 303 
PERITONITIS 
—contribution to the treatment of 
matic peritonitis, 504* 
evaluation of sulfonamides in the treat- 
ment of peritonitis of appendiceal 
origin, 521 
treatment of appendiceal peritonitis by 
intraperitoneal administration of de 
fibrinated blood and prontalbin-mar- 


fanil powder, 523* 


PHALANGES 
injpuries-: 
celluloid splint in traumatic amputa- 
tion of distal phalanges, 371* 
PHALANX 
epidermoid (squamous epithelial) bone 
cyst of phalanx, 267* 
PHARYNX 
traumatic hernia of the lateral pharyn- 


geal walls, 472* 


PHEMEROL 
clinical and bacteriological study of 
phemerol as a skin antiseptic, 261* 
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—phemeride, a new antiseptic detergent, 

265 
PHRENIC NERVE 

—operation on the phrenic nerve in pul 

monary tuberculosis, 480* 
PHY TONCIDES 
—use of phytoncides in the treatment of 
wounds, 395 
PILONIDAL CYSTS 
—pilonidal cyst, a misnomer, 583* 
—pilonidal cysts and sinuses, 583* 
PITRESSIN 

—pitressin as a hemostatic agent in trans 

urethral resection, 342* 
PLASMA 

—clinical application of plasma, 85 

—despeciated bovine serum (D.B.S.), a 
substitute for human plasma, 578 

—some practical aspects of human blood 
plasma preparation and therapy, 84 

structurally determined effects of blood 
plasma as demonstrated by experi 
ments on the sedimentation reaction 
of erythrocytes, 584* 

—topical use of medicated human plasma 

in the treatment of burns, 384 
use of plasma for filling the pleural 
space after loss of varying amounts 
of lung, 483 
PLASMA CLOT SUTURE 
—plasma clot suture of nerves, illustrated 
technique, 272 
PLASTER CASTS 
distraction plaster cast as method of 
choice in care of gunshot fractures 
on the battle field, 582* 

—ten factors in the closed plaster tech 
nique for compound fractures of 
lower extremities, 187 

PLASTIC SURGERY—See 
Skin Grafts. 
plastic repair of scar contractures, 278 
plastic surgery in combat and civilian 
communities, 283* 
symposium on plastic 
the reconstruction, 
PLEURA 
review of 84 cases of pleural fluid, 482* 
infection: 
sulfonamides and pleural effusion, 105 
PNEUMOENCEPHALOGRAPHY~—See En 
cephalography. 
PNEU MOLYSIS 

—serious hemorrhage during closed inter- 

nal pneumolysis, 295* 
PNEUMONECTOMY 

—indications for total 

183 


also Prostheses; 


surgery, planning 
281 


pneumonec tomy, 


—pneumonectomy in pulmonary tuber 
culosis, 102 
-postoperative pain following pneu- 


monectomy, its prevention by crush- 
ing the intercostal nerves at the time 
of operation, 294 
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—postoperative pain following total pneu- 
monectomy, its relationship to post- 
operative care and to certain post- 
operative complications, 293 

total pneumonectomy for metastatic 
uterine carcinoma, 295* 
PNEUMONOLYSIS 

—intrapleural pneumonolysis, 482* 

—some observations on eighty consecu- 
tive cases of pneumonolysis, 101 

i NEUMOPERITONEUM 


—diagnostic value of pneumoperitoneum, 


504* 
PNEUMOTHORAX 

—artificial pneumothorax, a nonstatistical 
analysis of the major factors involved 
in its proper management, 2 

thoracoplasty and contralateral 
mothorax in bilateral 
tuberculosis, 488* 
POPLITEAL SPACE—See Knee Joint. 
POSTOPERATIVE THERAPY 

—postoperative care in abdominal sur- 
gery, 431*, 503* 

-postoperative salt intolerance, 429 

PREOPERATIVE THERAPY 

—preoperative treatment in 
dominal surgery of the 
rectum, 127 

PRESSOR DRUGS 
use of methedrine in surgical opera- 
tions, clinical study on an effective 
pressor drug, 224 
PRESSURE DRESSINGS—See Burns, treat- 
ment. 
PROSTATE 

—medical and surgical care of hyper- 
trophy and cancer of the prostate, 
340 

—technique of prostatic biopsy, 342* 

calculus: 

—course of the prostatic ducts and the 
anatomy, chemical and x-ray dif- 
fraction analysis of prostatic calculi, 
341* 

cancer: 

development of cancer of the prostate 
following prostatectomy, 342* 

-union of pathologic fracture of femur 
following castration for carcinoma of 
the prostate, 544* 

surgery: See aso Prostatectomy. 

—pitressin as a hemostatic agent in trans- 
urethral resection, 342* 

PROSTATECTOMY 

—further report on 
tatectomy with 
the bladder, 544* 

PROSTHESES 

—amputation and prostheses, 563* 

—extra-oral facial prosthesis, 277 

—fundamentals of facial moulage, 473* 

—prosthetic face reconstruction, 283* 

—sculpturally molded synthetic implants 
in plastic surgery, 283* 


pneu- 
pulmonary 


intra-ab- 
colon and 


suprapubic 


pros- 
primary 


closure of 


—use of acrylic and elastic resin, pros- 

theses for facial deformities, 278 
PROTEINS—See also Amino Acids. 

—blood transfusion for parenteral pro- 
tein substitution following protein 
loss due to suppuration or hemor- 
rhage, 580* 

—hypoproteinemia, the clinical relation- 
ship of proteins and the protein 
metabolism to therapy with special 
reference to surgery, 257* 

—parenterally administered amino acids 
as a source of protein in man, 257* 

—plasma proteins in shock, 386 

—problem of nutrition in presence of ex- 
cessive nitrogen requirement in 
seriously ill patients with particular 
reference to thermal burns, 380 

—protein deficiency in surgical patients, 
256 

PYLORUS 

stenosis: 

—hypertrophic pyloric stenosis in adults, 
report of two cases, 315 

—pyloric stenosis in identical twins, 516* 

—right rectus gridiron incision in con- 
genital hypertrophic pyloric stenosis, 
317* 

—surgical treatment of congenital hyper- 
uophic pyloric stenosis, 515* 

PYRUVIC ACID 

~vitamin B, nutrition in surgical patients 
as determined by the blood level of 
pyruvic acid, 430 

RADIAL NERVE 

—case of paralysis of the radial nerve 

following lead poisoning, 458* 
RADIATION THERAPY—See also 
um; Roentgen Rays, therapy. 

—preoperative hemo-irradiations, 83 

—treatment of retinoblastoma, radiation 
therapy supplementing surgical treat- 
ment, 267* 

RADIUM 

—fractures of the rib cage following inter- 
stitial radium therapy for cancer of 
the breast, 191 

RADIUS 

fractures: 

—comminuted fractures of the distal end 
of the radius, 551 

—pathologic fracture of the left radius in 
old pseudoarthrosis of the elbow, 
553* 

RECT OSIG MOID 

—endometriosis of the rectosigmoid, re- 
port of a case with a review of the 
literature, 532* 

—rupture of the rectosigmoid by com- 
pressed air, case report, 327* 

RECTUM 

—tuberculosis of the rectum, report of a 
case, 327* 

cancer: 

—cancer of 
129 


Radi- 


the left colon and rectum, 
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—carcinoma of the colon and rectum, a 
report of 503 patients treated at the 
Lahey Clinic 1938-1941 inclusive, 21 

carcinoma of the rectum, conclusions 
based on 12 years’ experience with 
combined abdominal-perineal resec- 
tion, 326* 

—indications for conservatism in the 
surgical treatment of rectal cancer, 
529 

one stage combined abdominoperineal 
resection for carcinoma of the rec- 
tum, results of three year follow-up 
survey of ninety cases, 132 

—one-stage perineo-abdominal operation 
for cancer of the rectum, 130 

—present status of cancer of the colon 
and rectum, 530 

—surgical pathology of rectal cancer, 525 

injuries: 

—impalement of the rectum, 532* 

surgery: 

—preoperative 


treatment in_ intra-ab 


dominal surgery of the colon and 
rectum, 127 
RED CELLS 


—use of dried red blood cells in wound 
healing, 211 

sedimentation: 

—structurally determined effects of blood 
plasma as demonstrated by experi- 
ments on the sedimentation reaction 
of erythrocytes, 584* 


REFRIGERATION—See Anesthesia,  re- 
frigeration. 
RESIN 
—use of acrylic and elastic resin pros- 


facial deformities, 278 
RETINOBLASTOMA 

—treatment of retinoblastoma, radiation 
therapy supplementing surgical 
treatment, 267* 

Rh FACTOR 

—hemolytic transfusion 
the Rh factor, 580* 

—significance of the Rh factor, 579 

RIBS 

fractures: 

~—fractures of the rib cage following 
interstitial radium therapy for cancer 
of the breast, 191 

—isolated fracture of the first rib 
duced in muscular traction, 553* 

ROENTGEN RAYS 

diagnosis: 

—correlation of roentgenologic and gas- 
troscopic examinations from the 
standpoint of the gastroenterologist, 
516* 

—diagnosis of bronchiectasis in young 
adults, prebronchographic roentgen 
manifestations observed among mili- 
tary personnel, 488* 

—diagnosis of smail gastric carcinoma, 
early roentgenologic findings, 515* 


theses for 


reaction due to 


pro- 
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—fluoroscopic signs of posterior-wall 
tumors of the stomach, especially 
those signs developed by palpatory 


pressure, a study, 316* 

-polyposis of the gallbladder, report of 
a case diagnosed preoperatively by 
roentgenological examination, 335* 

—responsibility of the roentgenologist in 
the wartime duodenal ulcer problem, 
515* 

—roentgen demonstration of 
diverticulum, 318* 

roentgen diagnosis of bronchiogenic car- 
cinoma, 485 

—roentgen diagnosis of 
stomach, 516* 

—roentgen visualization of tumors of the 
cardia, 517* 

—roentgenologic changes in the lung in 
traumatic fat embolism, 489* 

some comments on roentgen diagnosis 
of disease of the gastrointestinal 
tract, 503* 

—spondylolisthesis, a general considera- 
tion with emphasis on radiological 
aspects, 270 

—survey film diagnosis of acute surgical 
abdomen, 302* 

—use of special views in roentgenography 
of the knee joint, 366* 

—x-ray diagnosis of bronchogenic car- 
cinoma, 489* 

therapy: 

—fracture of rib cage following inter- 
stitial radium therapy for cancer of 
the breast, 191 

mediastinal lymphosarcoma, report of a 
case under roentgen therapy for more 
than ten years, 492* 

roentgen rays in the treatment of car- 
cinoma of the bronchus, 489* 

—roentgen rays in the treatment of cer- 
vical lymphadenitis, 159 

—role of roentgen therapy in treatment 
of carcinoma of the breast, 498 

—roentgen therapy of pelvic tuberculosis 
in the female, 344* 

—roentgen therapy of Wilms tumor, 342* 

—supervoltage roentgen therapy of eso- 
phageal carcinoma, 496* 

—treatment of cancer of the 
roentgen irradiation, 468* 

—value of surgery and x-ray treatment 
in carcinoma of the breast, 496 


RUBBER BANDS 


—cholecysto-enterostomy, choledocho-en 
terostomy and entero-enterostomy by 
means of rubber bands, the use of 
rubber bands in the Mikulicz opera- 
tion, 120 


SALINE SOLUTION 
—treatment of burn shock with con- 
tinuous hypodermoclysis of physio- 


logical-saline solution into the burned 
area, an experimental study, 569* 


" 


Meckel’s 


cancer of the 


larynx by 








SALIVARY GLANDS 
tumors: 
diagnosis, classification 
of tumours of the 
169, 470, 471 
SARCOMA — See 


Liposarcoma; 


and treatment 

salivary glands 

also Fibromyosarcoma; 

Lymphosarcoma; and 
under names of organs and tissues. 

—Coley’s mixed toxins of erysipelas and 
prodigiosus, report of two cases of 
inoperable sarcoma treated by Coley’s 
method, 267* 


extraskeletal osteogenic sarcoma, 436* 
SCALENUS ANTICUS SYNDROME 
scalenus anticus syndrome as a com- 


plication after gynecologic operations 
545 
SCAPHOID 
fractures: 
fracture of the carpal scaphoid, a study 
of 10 cases, 358* 
fresh fractures of the carpal scaphoid, 
858* 
SCARS 
plastic repair of scar contractures, 278 
SCLERODERMA 
—parathyroidectomy in the treatment of 
scleroderma, 478* 
SEDATIVES 
sedation in patients with acute head 
injuries, 268 
SEMINAL VESICLES 
cystomyoma of the seminal vesicle, 342* 
SERUM—See Bovine Serum; Horse Serum. 
SHOCK 
afferent vasodepressor nerve impulse as 
a cause of shock, treated 
mentally by aortic-depressor 
stimulation, 390* 
bacteria and the “toxic factor” 
571 
biochemical studies of 
consumption of 
tissue from 
shock, 390* 
biochemical studies in shock, role of the 
liver and hepatic circulation in the 
metabolic changes during hemor- 
rhagic shock in the rat and cat, 390* 
—biochemical studies in shock, role of the 
peripheral tissues in the metabolism 
of protein and carbohydrate during 
hemorrhagic shock, 390* 
~body temperature in shock, 389 
cardiovascular system in traumatic 
shock, 572 
-continuous sodium pentothal in cases 
associated with shock, 390* 
critical examination of the factors 
underlying blood donor syncope and 
their bearing on the treatment of 
surgical shock, 391* 
—electrocardiographic studies in 
576* 


experi- 
nerve 


in shock, 
shack, ‘oxygen 


liver and ~ kidney 
rats in hemorrhagic 


shock 
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-pathogenesis and treatment of shock 
resulting from crushing of muscle, 
574 

—presence of permeability - increasing 
substances in histamine shock, 576* 

—shock, 390* 

—shock in extremity surgery, 390* 

-shock problem, 390* 

—studies on traumatic shock, anesthesia 
in clinical shock, 570 

—studies on traumatic shock, blood vol- 
ume changes in traumatic shock, 388 

—study of shock produced by the intra- 
peritoneal implantation of muscle, 
57 

treatment: 

—comparative value of some blood sub- 
stitutes for treatment of experimental 
shock, 575 

—management of certain aspects of gas 
poisoning with particular reference 
to shock and pulmonary complica- 
tions, 576* 

—modern treatment of traumatic shock, 
387 

—pectin solutions in the treatment of 
shock, 390* 

—plasma proteins in shock, 336 

—surgical shock, 576* 

—sympathetic shock in the treatment of 
local shock, an experimental study, 
390* 

SHOULDER 

—lesions of the musculotendinous cuff of 
the shoulder, exposure and treatment 
of tears with retraction, 363 

—observations on the function of the 
shoulder joint, 366* 

—pain in the shoulder and upper ex- 
tremity due to scalenus anticus syn- 
drome, 350* 

--periarthritis of the shoulder joint, 558 

—primary malignant neoplasm of the 
shoulder joint, with reports of a case, 
561* 

dislocation: 

—French method of reducing subluxation 
of shoulder, 200 

—tenosuspension operation for habitual 
dislocation of the shoulder, 359 

—treatment of habitual dislocation of the 
shoulder by means of a metal bar 
imbedded in the neck of the scapula 
and coracoid process, 199 

SICKLEMIA 

—depranocytosis (sicklemia) and an ap- 
parently acute surgical condition of 
the abdomen, report of their occur- 
rence in a white youth with 
laparotomy, 302* 

SIGMOID 
—endometriosis of the sigmoid causing 
intestinal obstruction, 327* 
SIGMOIDOSCOPE 
—Cantor sigmoidoscope, $23 
—new practical sigmoidoscope, 22 
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SINUSES, PARANASAL 

maxillary sinus: 

—tomography in the region of the maxil- 
lary sinus, 469* 

SKIN 

—skin as a source of systemic 

265* 
SKIN GRAFTS 

~early skin grafting of war wounds, 283* 

—evaluation of pedicle flaps versus skin 
grafts in reconstruction of surface de- 
fects and scar contractures of the 
chin, cheeks and neck, 284* 

—factors influencing the choice of skin 
grafts, 282 

—fibrin fixation of skin transplants, 279 

-immediate skin grafts on finger in- 
juries, 283* 

-primary skin grafts for repair of trau- 
matic skin loss, 283* 

—replacement graft in surgical treatment 
of lupus vulgaris, 284* 

—scrape method of skin grafting, 473* 

-transplantation of skin, 283* 

-vascular prerequisites of successful skin 
grafting, a new method for the im- 
medjate determination of the ade- 
quacy of circulation in ulcers, skin 
grafts and flaps, 280 

SKULL 

—functional anatomy of the skull, the 
anatomical factors in craniocerebral 
injuries, 444* 

—proposal to prevent necrosis of the 
tabula of the skull denuded of 
periosteum, 439* 

fractures—See Head, injuries. 

SMITH—PETERSON NAIL 
—insertion of Smith-Peterson nail without 
an initial skin incision, 61 
SODIUM CHLORIDE 
—postoperative salt intolerance, 429 
SODIUM LACTATE 
—oral sodium lactate in the treatment of 
burn shock, 386* 
SODIUM PENTOTHAL—See 
Sodium. 
SPINAL CORD 

injuries: 

—cervical cord injuries, a study of 101 
cases, 449 

tumors: 

-tetraplegia relieved by removal of cord 
tumor, 453* 

SPINE—See also Intervertebral 
Spondylolisthesis. 

-vertebral hemangiomas and its prog 
nostic significance, 454* 

fractures: 

—compression fractures of the lumbar- 
vertebra, without cord 
453* 

—compression fractures of the vertebral 
bodies and other changes mistaken 
for them, 271* 


infection, 


Pentothal 


Disks; 


involvement, 
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—fractures of transverse 
lumbar vertebrae, 453* 

fusion: 

—chip fusion of the low back following 
exploration of the spinal canal, 272* 

injuries: 

—cervical spine injuries, 271* 
—what the practitioner should 
about spine injuries, 272* 

SPLEEN 
-abscess of the spleen, 339* 
—tumors of the spleen, 339* 


SPLINTS—See Fractures, splints. 


SPONDYLOLISTHESIS 
—spondylolisthesis, analysis of 
consecutive cases, 446 
—spondylolisthesis, a general considera- 

tion with emphasis on radiological 
aspects, 270 
STEEL WIRE 
—steel wire sutures, 257 
STOMACH—See also Gastroscopy. 

—jejunostomy for the decompression of 
the postoperative stomach, 507 

—‘‘lucite” gastrostomy tube for pouch 
dogs and possibilities for applications 
in man, $16* 

cancer: 

-cancer of the stomach, early diagnosis, 
treatment and end results, 516* 
—diagnosis of small gastric carcinoma, 
early roentgenologic findings, 515* 

—duration of gastric cancer, 11 

—end results in surgical treatment of 
gastric carcinoma, 110 

—experiment in the early 
gastric carcinoma, 308 

—~malignant tumors of the stomach, 306 

-metabolic studies in patients with 
cancer of the gastro-intestinal tract, 
hypoproteinemia and anemia in pa- 
tients with gastric cancer, 14 

—outlook on carcinoma of the stomach, 
511 

—roentgen diagnosis of 
stomach, 516* 

—superficial mucosal cancer of the 
stomach and its clinical significance, 
516* 

fistulas: 

—spontaneous closure of a gastrojejuno- 
colic fistula following first-stage im- 
plantation of the ileum into the 
descending colon, 516* 

—treatment and prognosis of gastroje- 
junocolic fistula, 510 

hemorrhage—See also 
Ulcer, hemorrhage. 

—gastric hemorrhage, implications as to 
treatment, 313 

—surgical treatment of massive gastrodu- 
odenal hemorrhage, 516* 

sarcoma: 

—gastroscopic findings in a case of dif 
fuse sarcoma of the stomach, 517* 


processes of 


know 


fifty-nine 


diagnosis of 


cancer of the 


Gastroduodenal 
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—lymphosarcoma of the stomach, 115 
—sarcoma of the stomach, 515* 
surgery—See also Gastrectomy; Gastroen- 
terostomy. 
annual report on surgery of the stom- 
ach and duodenum for 1942, 304 
—bacteriologic aspects of gastric contents 
in the presence of surgical lesions of 
the stomach and duodenum, 316* 
-may resection be performed in perfora- 
tion of the stomach? 517* 
—transthoracic resection of the cardia of 
the stomach, 508 
tumors: 
benign gastric tumors, 317* 
fluoroscopic signs of posterior-wall 
tumors of the stomach, especially 
those signs developed by palpatory 
pressure, a study, 316* 
roentgen visualization of tumors of the 
cardia, 517* 
tumors of the stomach, a 
316* 
ulcer—See also Gastroduodenal 
Gastrojejunal Ulcer. 
surgical aspects of gastric ulcer, 516* 
SUCCINYLSULFATHIAZOLE—See Sulfon- 
amides. 
SULFANILAMIDE—See Sulfonamides. 
SULFASUXIDINE—See Sulfonamides. 
SULFATHIAZOLE—See Sulfonamides. 
SULFONAMIDES 
chemotherapy in the management of 
acute appendicitis, 319 
clinical and laboratory experiments 
with succinylsulfathiazole, 523 
—observations on the use of the sulfona- 
mides and of penicillin under va- 
rious experimental intracranial con- 
ditions, 444* 
succinylsulfathiazole (sulfasuxidine) and 
the elimination of the Mikulicz oper- 


case study, 


Ulcer; 


ation, 327* 

sulfathiazole in chronic osteomyelitis, 
166 

sulfathiazole therapy in general surgery, 
90 


—sulfonamide treatment and clinical sig- 
nificance of chronic biliary tract in- 
fections, 30 

sulfonamides in surgery, 435* 

—sulfonamides in the’ treatment. of 
chronic osteomyelitis, 360 

—use and abuse of sulfonamides in sur- 
gery, 263 

local use: 

—absorption of  sulfanilamide 
burned surfaces, 58 

—evaluation of sulfonamides in the treat- 
ment of peritonitis of appendiceal 
origin, 521 

—experimental study of sulfonamide im- 
pregnated sutures, 435* 

—intraperitoneal chemotherapy, 42 

intraperitoneal use of sulfanilamide in 
gastrointestinal resections, 41 


from 


—local therapy of war wounds with sul- 
fasuxidine, 195 

—report on the healing of wounds as 
influenced by the use of sulfonamides 
and cotton thread sutures, 581 

—report on the management of burns 
using the occlusive compression 
dressing, with sulfathiazole emulsion, 
374 

—sulfanilamide ointment 
severe burns, 177 

—sulfathiazole in glycerine, 266* 

—sulfonamide absorption via the rectum 
and vagina, 266* 

—sulfonamide treatment of wounds, 266* 

—sulfonamides and pleural effusion, 105 

—sulfonamides in fresh and contaminated 
wounds, mode of application, 262 

toxicity: 

—sulfathiazole, toxic nephrosis and kid- 
ney decapsulation, 152 

SULFUR 
—effect of sulfur compounds on_ blood 
clotting, 213 
SURGEON’S GOWN 
—surgeon’s thumb gown, 261* 
SURGERY 

technic: 

—technical improvements and a decline 
in postoperative mortality, 240 

SUTURES 

—cotton suture material, importance of 
surgical principles, 258 

—experimental study of sulfonamide im- 
pregnated sutures, 435* 

—report on the healing of wounds as 
influenced by the use of sulfonamides 
and cotton thread sutures, 581 

—results of use of fascial and non-fascial 
sutures in hernial repair, 88 

—steel wire sutures, 257 

—suture materials, 87 

—wound disruption and catgut allergy, 
an experimental and clinical study 
with a review of the literature, 260 

—wound healing, experimental and _ sta- 
tistical study, bacteriology and path- 
ology in relation to suture material, 
209 

SYMPATHECTOMY 

—circulation in man in certain postures 
before and after extensive sympathec- 
tomy for essential hypertension! ef- 
fect of certain mechanical agents and 
paredrinol on blood pressure and 
pulse rate, 463 

—circulation in man in certain postures 
before and after extensive sympa- 
thectomy for essential hypertension, 
physiologic aspects, 461 

—thoracolumbar sympathectomy 
sential hypertension, 464 

—regeneration of pre- and postganglionic 
fibers following sympathectomy of 
the upper extremity, an  experi- 
mental study, 274* 


treatment of 


in es- 
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-sympathectomy in the treatment of per 
ipheral vascular disease, 153 
treatment of resistant cases of enuresis 
by presacral neurectomy, 467* 
SYMPATHETIC NERVOUS SYSTEM 
-interventions on the sympathetic nerv 
ous system in treatment of freezing 
injuries, 460 
—preliminary report on a method for 
lengthening the effect of a sympa- 
thetic nerve block, 466 
-sympathetic shock in the treatment 
of local shock, an experimental study, 
390* 
TANTALUM 
—new technique for repair of facial pa- 
ralysis with tantalum wire, 458* 
TEMPERATURE 
—body temperature in shock, 389 
TEMPORO-MANDIBULAR JOIN' 
-bone degeneration in the temporo 
mandibular joint, case report, 472* 
rENDONS 


—division of flexor tendons within the 
digital sheath, 366* 
—tendon transplants with metal nails, 
366* 
TESTICLE 
—teratoma of the testicle, metastasis to 


the epigastrium treated by bilateral 
orchidectomy, recovery, 342* 
-torsion of the testicle on the epididy- 
mis, 544* 
TETANUS 
—cure of ordinary tetanus in nearly all 
cases by intra-arachnoid injection of 
doubly distilled water, 434* 
TETANY 
—tetany due to deficiency in magnesium, 
its occurrence in a child of six years 
with associated osteochondritis of 
femur (Legg-Perthes disease), 557* 
THIOURACIL 
-thiouracil, its use in the preoperative 
management of severe hyperthyroid 
ism (preliminary report), 474 
PHIOUREA 
thiourea causing granulopenia 
thrombopenia, 478* 
PHORACECTOMY 
-precardiac thoracetomy and _ hepato 
pexy in ascites due to adhesive peri 
carditis, 108 
FHORACIC DUCI 
-injuries of the cervical thoracic duct, 
276* 
THORACOPLASTY 
—intrabronchial spread following thoraco- 
plasty, 481 
—problem of wound infection in thoraco- 
plasty, 99 
thoracoplasty and contralateral pneu- 
mothorax in pulmonary tuberculosis, 
i88* 


and 


—thoracoplasty for tuberculosis, late re 
sults, 288 


rFHORAX 

foreign bodies: 

—thorascopic removal from the chest of a 
broken anesthetic needle, 288* 

injuries: 

—chest injuries and traumatic asphyxia, 
582* 

—experiences with chest wounds from the 
Pacific combat area, 285 

—penetrating wounds of the chest, re- 
view of 291 cases in the Middle East, 
178 

—symposium on injuries of the head, 
chest and back head injuries, 196 

—thoracic injuries, review of 4 cases, 68 

surgery—See also Thoracectomy; Thora- 
coplasty. 

-cardiac arrhythmias following thoracic 
surgery, | 

intercostal drain, 

—present position 
180* 

—simple drainage of intrathoracic 
puration, use of an 
(Eloesser) flap, 103 

—tuberculous meningitis 
thoracic surgery, 480* 

tumors: 

—huge intrathoracic fibroma, 295* 

—intrathoracic neurogenic tumors, 480* 

—intrathoracic tumors as a problem in 
diagnosis, 295* 

THROMBIN 

—clinical experience with thrombin as a 
hemostatic agent, 86 

—experience with the use of thrombin 
with and without soluble cellulose 
for local hemostasis, 432 


PHROMBOCYTOSIS 
—postoperative thrombocytosis, 428 


PTHROMBOPHLEBITIS 
—dicumarol therapy in thrombotic emer- 
gencies, 257* 
problems of postoperative thrombophle 
bitis, and pulmonary embolism, 251 
-successful ligation of the left common 
iliac vein for thrombophlebitis com- 
plicated by pulmonary emboli, 158 
!HROMBOSIS 
—surgical treatment of thrombosis of the 
peripheral veins, 46 
venography in primary 
thrombosis, 550* 
PHYMECTOMY—See Thymus, surgery. 


THYMUS 
surgery: 
exploratory anterior mediastinotomy in 
three cases of myasthenia gravis, 480 
thymectomy for myasthenia gravis, 491 
tumors: 
surgical approach 
thymus, 490 


i81* 

of thoracic surgery, 
sup- 
endocutaneous 


complicating 


axillary vein 


to tumors of the 
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THYROID—See 

surgery . 

exposure of the recurrent laryngeal 
nerves in thyroid operations, further 
experiences, 284* 

-method of intravenous iodine medica- 
tion for the rapid preparation of pa- 
tients with diffuse toxic goiter for 
operation, 175 

sodium content of the blood following 
removal of the thyroid and pituitary, 
583* 

-a surgeon looks at thyroid disease, 475 

surgery of the thyroid, 173 

thiourea causing granulopenia 
thrombopenia, 478* 

thiouracil, its use in the preoperative 
management of severe hyperthyroid- 
ism (preliminary report), 474 

thyroid disease, a military surgical 
problem, 54 

thyroiditis, its differentiation 
malignancy, 475 

—treatment of Graves’ disease with severe 
exophthalmos, 478* 

unsolved problems in the preoperative 
and postoperative care of patients 
with hyperthyroidism, 284* 

tumors: 

congenital teratoma of 
case report, 284* 

rIBIA 

fractures: 

treatment of flail knee following inter- 
nal knee injuries and fractures of 
the head of the tibia, 560* 

rISSUE SPACES 

—submuscle pelvic tissue spaces, anatomy 

and clinical considerations, 261* 
TOES 

—orthopedic 

563* 
FTOMOGRAPHY 

-tomography in the region of the maxil- 

lary sinus, 469* 
CFOURNIQUETS 

preoperative measures used in war sur- 
gery in China with special reference 
to the delimiting tourniquet, 402 

rRACHEA 

tumors: 

tracheal tumors, 

PRILENE—See 
TRIPLE-DYE 
treatment of burns with a triple-dye- 
soap mixture, 183 
TUBERCULOSIS 
pulmonary—See 
Thoracoplasty. 
-collapse therapy in bilateral pulmonary 


also Goiter. 


and 


from 


the thyroid, 


treatment for loss of toes, 


{81* 
Anesthesia, inhalation. 


also Pneumothorax; 


tuberculosis, 432* 

—collapsed lung, postmortem findings, 
182* 

other anesthesia in pulmonary tuber- 


culosis, 427* 


—evolution of the treatment of pul- 
monary tuberculosis by mechanical 
(surgical) measures, 295* 

-determination and treatment of pres- 
sure cavities in pulmonary tubercu- 
losis, 295* 

—lobectomy in pulmonary tuberculosis, 
292 

—operation on the phrenic nerve in pul- 
monary tuberculosis, 480* 

—pneumonectomy in pulmonary tubercu- 
losis, 102 

—thoracoplasty for tuberculosis, late re- 
sults, 288 

renal: 

—renal tuberculosis, 44 

“~UMORS 

retroperitoneal: 

—recurring retroperitoneal 
sarcoma, 503* 


—_ 


fibromyo- 


TWINS 


—pyloric stenosis in identical twins, 516* 

‘YYPHOID FEVER 

—perforation of the intestines in typhoid 
fever, 518* 


URETER 

—diversion of the urinary stream by 
cutaneous ureterostomy, 342* 

—management of bilateral ureteral ob- 
struction, 342* 

—ureterocele with prolapse through ure- 
thra, 342* 

—ureterocervical fistula, report of two 
cases, 342* 

abnormalities: 

—supernumerary ureter with abnormal 
opening, 543* 

URETHRA 

—congenital valvular obstruction of the 

prostatic urethra, 542 
URINARY TRACT 

—urinary tract changes with benign pelvic 
tumors, 342* 

surgery: 

—Bacillus Welchii infections complicat- 
ing surgical procedures upon the 
upper urinary tract, 539 

UTERUS 

cancer: 

—management of carcinoma of the corpus 
uteri, 547* 

-portio carcinoma discovered colposcopi- 
cally, 546* 

inversion: 

—conservative surgical treatment of 
chronic inversion of the uterus, 344* 

surgery—See Hysterectomy. 

VAGINA 

—lymphatics of the human vagina, 548* 

cysts: 

—air-containing traumatic implantation 
cysts of the vagina, 548* 

VAGUS NERVE 


—threshold variations to 
stimulation, 288* 


vagus nerve 








VARICOCELE 
—surgical treatment of varicocele, 543* 
VARICOSE VEINS 

—hazards connected with the treatment 
of varicose veins, 47 

-management of varicose veins in army 
personnel, 349 

—surgical treatment of varicose veins, 346 

—therapy and the basic principles of 
varicose symptom complex recti, 550* 

—varicose veins of the abdominal wall, 
report of a case demonstrated by 
infra-red photography, 550* 

-varicose veins in soldiers, 347 

—venography as an essential aid in the 
treatment of varicose veins, 350* 

VASCULAR DISEASE 

—operative attack on organic peripheral 
vascular disease, 548* 

surgical indications in _ peripheral 
arterial circulatory disturbances, 549* 

—sympathectomy in the treatment of 
peripheral vascular disease, 153 

VASOMOTER NERVES 

—afferent vasodepressor nerve impulses 
as a cause of shock, tested experi- 
mentally by aortic-depressor nerve 
stimulation, 390* 

VEINS—See 
Veins. 

—improved “closed” technique of vene- 
puncture for continuous intravenous 
therapy, 92 

—venesection, 550* 

VENOGRAPHY 

—venography in primary 

thrombosis, 550* 
VENOUS PRESSURE 

—venous pressure determinations in 
hypertensive patients before and dur- 
ing narcosis, 426* 

—venous pressure in the lower extremi- 
ties during abdominal operations, 38 

VERTEBRA—See Spine. 
VIACUTAN 

—burns treated with viacutan, with spe- 
cial reference to the face and hands, 
182 

VITALLIUM 

—treatment of injury to common 

with vitallium tube, 37 
VITAMINS 

vitamin B (complex): 

-vitamin B, nutrition in surgical pa- 
tients as determined by the blood 
level of pyruvic acid, 430 

vitamin K: 

—new aid in control of hemorrhage in 
severe damage to the liver, trans- 
fusions of blood fortified by admin- 
istration of vitamin K to 
335* 

—vitamin K in tonsillectomy granulation 
oozing, 229 


also Thrombosis; Varicose 


axillary vein 


duct 


donors, 


WAR SURGERY—See also Burns; Frac- 
tures; Wounds. 
—abdominal wounds in the Western 


Desert, 404* 
—cardiovascular injuries in the war, 548* 
—care of the injured in combat zones, 
104* 
—current trends in military surgery, 403* 
--dystrophy and atrophy following war 
injuries, 582* 
—early skin grafting of war wounds, 283* 
~early treatment of gunshot wounds of 
the face and jaws, case histories of 
patients treated during World War I, 
398 
experiences with chest wounds from the 
Pacific combat area, 285 
—experiences in war surgery in 
397 
—local therapy of war wounds with sul- 
fasuxidine, 195 
—indications for amputation on_ the 
battle field, 563* 
—parachute injuries, 583* 
—plastic surgery in combat and civilian 
casualties, 285* 
—preoperative measures used in war sur 
gerv in China with special reference 
to the delimiting tourniquet, 402 
simplification of the operations for 
lodged bullets and skull fragments, 
582* 
surgical care of the wounded in the 
United States Army, 400 
—time factor in war emergency surgery, 
description of a portable miniature 
operating theater for use on the 
battlefield, 404* 
—treatment of battle casualties and street 


China, 


or industrial wounds of the face, 
397* 

—treatment of war fractures of the femur, 
351 


—treatment of wounded in the combat 
zone, 404* 
—working rules in the field, some general 
points of interest, 404* 
WERTHEIM OPERATION—See Hysterec- 


tomy. 
WILMS TUMOR —See 


WIRE FIXATION 
—temporary percutaneous 
for open fractures, 188 
WOUNDS 
—casein in the treatment of 
wounds, 382 
~gunshot wounds of three presidents of 
the United States, 397* 
—initial care of wounds from the recon- 
structive viewpoint, 582* 
-Norfolk explosion disaster, 396* 
-orthopaedic surgery in the treatment 
of wounds, 550* 
—treatment of burns and other extensive 
wounds with special emphasis on the 
transparent jacket system, 373 


Kidney, tumors. 


wire fixation 


burns and 
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—treatment of war wounds of the extrem- 
ities, 582* 
-‘war injuries” in civil practice, 397* 
healing: 
allergic phenomenon in relation to ab- 
dominal wound evisceration, case re- 
ports and experimental work, 433* 
-chlorophyll, an experimental study of 
its water soluble derivatives in wound 
healing, 210 
digitalis in the treatment of 
212 
epithelization as affected by nickel 
pectinate and other agents, 395 
infectious processes complicating and 
sequelae to clean surgery, healing by 
first intention, 266* 
relation of acute anemia to wound heal- 
ing, 73 
—report on the healing of wounds as in- 
fluenced by the use of the sulfona- 
mides and cotton thread sutures, 581 
use of dried red blood cells in wound 
healing, 211 


wounds, 


wound disruption and catgut allergy, 
an experimental and clinical study, 
with a review of the literature, 260 
-wound healing, experimental and _sta- 
tistical study, bacteriology and 


pathology in relation to suture ma- 
terial, 209 
industrial: 


—treatment of industrial wounds, 193 
infection: 
- —bacterial flora of fresh accidental 


wounds, 397* 

—-immobilization and infrequent dressings 
in the treatment of wounds and in- 
fections, 392 ' 

-infected burns and 
134*, 563, 582* 
—problem of wound infection in thora- 

coplasty, 99 

infection: 

—study of the prevention of infection 
in contaminated accidental wounds, 
compound fractures and burns, 66 

—sulfonamide treatment of wounds, 266* 

—sulfonamides in fresh and contaminated 
wounds, mode of application, 262 

—therapeutic effect of heavy metal-man- 
ganese compounds in suppurating 
surgical wounds, 435* 

—use of phytoncides in the treatment of 
wounds, 395 

WRIST 

—carpectomy for intractable flexion de- 
formities of the wrist, 366* 

—method for fusion of the wrist, 560* 


surface wounds, 
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